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oid A survey of the treatment of peptic ulceration during in Table 1, and the type of operation performed is 
Via the present century must of necessity recall those high shown in Table II. It will be seen that the great majority ; 
ysis points of enthusiasm associated with such methods as of these cases were done by a modified Polya—i.e., end- 
litis [§ the old Lenhartz and Sippy diets with bismuth and mild to-side—method, which has been variously attributed to 
ame alkalinization, the reintroduction of intensive alkalinization Finsterer, Hofmeister, myself, and others, although there 
en’s 
; by MacLean, Aron’s (1933) work and the resulting histi- we 
B., gastric drips, intensive belladonna, and hyoscyamus ; while Linits 
oa on the surgical side there are gastro-enterostomy (with or Primary peptic (duodenal and gastric. 488 
without exclusion), pyloroplasties, gastric ligations (Somer- *\) 
at vell, 1942 ; Hey, 1947), vagal denervations, and the various Total 2 
tery- types of gastrectomy. The increasing recognition of the BillrothI 4 
importance of the psychological side of these cases must Polye (fll 
also be mentioned to complete the picture. Polya rseton » Festricted aperture) 1 
From my experience I do not think it can be regarded es 2 


as too surgically biased a statement to say that of all these 
methods the only one which has steadily and consistently 
become more popular is gastrectomy. The ultimate method 
of treating peptic ulceration will almost certainly not be 
surgical, but at the present day gastrectomy gives better, 
and especially more permanent, results than most other 
methods, whether surgical or medical. Ogilvie (1947) has 


‘appears to be no doubt that that fine old surgeon Von 
Eiselsberg performed an end-to-side anastomosis with 
restricted orifice but without a valvular aperture (that 
is, of the Hofmeister type) as long ago as 1888; while 
in the previous year Krénlein, of Zurich, on the suggestion 
of Von Hacker performed the first end-to-side anastomosis 
of the so-called Polya type. However, as Ogilvie (1935, 


recently summed up the position by stating that “it runs 

nolar the operation for haemorrhoids [which he regards as 1947) correctly emphasizes, it is the formation of a valvular 
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been willing to include cases of other operators, but such same time with a continuous 


collected or group statistics are always equivocal and applies 
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four-fifths. I first operated by this method in 1926, and, as 
the results were so satisfactory, increasingly year by year, 
until by 1930 all but the most exceptional cases were so 
dealt with. For the past seventeen years high spinal 
anaesthesia has been used for over 90% of the cases. 
Light “ nupercaine” 1/1000, given by a method which I 
have described elsewhere (Lake, 1938), has proved very 
satisfactory. It is necessary to mention these details, since 
it appears not improbable that some of the conditions 
about to be described may bear a close relationship to 
the type of operation performed. 

_ In considering the aftermath of this operation I shall 
in regard to most aspects limit the inquiry to cases of 
ulceration. It is also obvious that there are two types 


of sequel—the early, usually spoken of as complications , 


of operation, and the late results. Here I am particularly 
concerned with the latter, but to enable us to assess the 
operation fully the early complications must in all fairness 
also be briefly mentioned. 


Complications of Operation 


Clearly, the most serious early sequel is death. The 
mortality of gastrectomy as given by different surgeors 
varies enormously, as great a difference as O18 to 25% 
being recorded, but all are agreed that the more extensive 
dissection and removal required in malignant cases and 
in anastomotic ulcers, with patients often in poor general 
condition, adds considerably to the risk. Over the whole 
period of twenty-three years my average mortality figures. 
are disappointingly high. They are: carcinoma, 14% . 
anastomotic ulcers, 12% ; duodenal amd gastric ulcers. 
5.7%. These figures include all deaths from all causes 
up to three months from the date of the operation. For 
the same period total gastrectomy gave a mortality of 41%. 
The difficulty in arriving at a fair assessment of the risk 
is that unless large numbers—i.e., several hundreds—of 
cases are included the figures are likely to be misleading. 
for it is common experience that a considerable sequence 
of successful operations is apt to be followed by a group 
of fatalities which would be missed in a small series. On 
the other hand, with improving techniques the risk is con- 
tinuously getting smaller, but any large series of individual 
cases must of necessity include all those done in the earlier 
period of higher mortality. Bearing these points in 
mind, it is some mitigation to know that the recent 
mortality rate for 130 ulcer cases has been a little over 
3%, whereas in the early days it was 9%. It is of some 
interest to inquire how the reduction has been brought 
’ about. It is certainly not due to any increased skill in 
technique or to a more discriminating choice of patients : 
indeed, the cases dealt with tend to become more rather 
than less severe. I attribute the improvement mainly to 
better preparation of the patient by blood transfusions, 
breathing exercises, and, for the last three years, the 
routine use of the sulphonamides as suggested by Tanner. 
Credit must be given also to biochemistry for its help in 
assessing the patient’s various capacities. The most impor- 
tant factor has been the avoidance of lung complications, 
as is well seen in Table II]. Whereas chest complications 


Taste IlI.—Causes of Death after Gastrectomy 
Previous Figures (Lake, 1937) Recent Figures 
(320 cases) 200 


(200 cases 
Chest complications and Chest complications and 


embolism ae 12 embolism on 
Leakage and peritonitis 6 Leakage from duodenal stump 
Haemorrhage .. ee 4 and anastomosis’ .. 
Pulmonary tuberculosi 2 Uraemia .. 
Uraemia 2 
Other causes 6 


were the chief cause of mortality in 1937 they now fall to 
second place. Qne further factor which has perhaps had 
some effect upon the mortality has been a greater readiness 


to reopen cases when early signs of peritoneal irritation 2 


or of bleeding have occurred. 

The immediate complications of the operation have 
often been dealt with, so I will do no more than list 
those I have encountered, with a few comments when 
indicated. These complications are: (1) operative 
shock ; (2) leakage—duodenal stump or anastomosis - 
(3) bleeding—anastomosis or belly wall; (4) collapse of 
lung; (5) pulmonary embolism; (6) subphrenic abscess 
and empyema ; (7) cardiovascular failure ; (8) bursting of 
abdominal wound; (9) flare-up of tuberculosis and of 
thyrotoxicosis ; (10) necrosis of omentum ; (11) intussys. 
ception ; (12) asthma (curare) ; (13) post-spinal complica. 
tions, retention, headache, sixth-nerve palsy ; (14) uraemia, 

Before examining the items seriatim it should be recorded 
that gastrectomies have been performed with the object 
of increasing the patient’s ability to take plenty of food in 
three cases of active tuberculosis of a non-pulmonary type 
in five cases of fairly severe diabetes, in two cases of tabes 
dorsalis, and in one of disseminated sclerosis, all without 
any trouble. In six ulcer cases the spleen was removed at 
the same time; in two of these it was enlarged as a 
result of thrombosis of the splenic vein in the floor of 
a penetrating ulcer. In two of eight cases of gastro-colic 
fistulae a local resection of the co!on was necessary. In 
three cases the transverse colon became retroperitoneal 
in the middle of its course and the amastomosis had to be 
antecolic. In nearly 20% of the total ulcer cases there 
had been a previous operation upon the stomach quite 
apart from those listed as jejunal or anastomotic ulcers, 
Unsuccessful gastro-enterostomies, local excision of ulcers, 
denervations, and of course perforations constitute the 
majority of these, but in two cases a higher resection was 
performed on previous gastrectomies where the first line 
of section had been too distal and further ulcers had 
formed proximal to the anastomosis. 

In the whole series no death occurred within forty-eight 
hours of the operation, so that it would seem that shock is 
not severe—anyhow, when spinal anaesthesia is employed. 

Leakage, when it occurs, is usually from the duodenal 
stump, and occasionally from the upper end of the anasto- 
mosis. Closure of the duodenum is probably the most 
important point in the technique of the operation. Nissen 

\(1945) emphasized this and devoted the major portion of 

his book to details of methods advocated in difficult cases. 
I am not now dealing with operative details, but would 
mention that any obstruction to the drainage of duodenal 
contents across the anastomosis is as great a factor in 
causing leakage as any failure of proper closure of the 
duodenal stump. 

Post-operative bleeding into the stomach is commonly 
insignificant ; in more severe cases, as already mention¢d, 
early reoperation is recommended. In two cases serious 
bleeding due to erosion of an epigastric vessel has occurred 
from the abdominal wall. 

Collapse of the lung in some degree is common, but 
massive collapse is rare. We have investigated this compli- 
cation, and the conclusions reached were published by 
Stringer (1947). Since the routine use of the sulphonamides 
the effects have been slight. Pulmonary embolism, as in 
all abdominal, surgery, remains a bugbear. I know of no 


effective method of preventing it. The thrombosis usually 


arises in the abdominal wall or, as in two of these cases, 


from extension of thrombosis of haemorrhoids possibly pro- 

duced by the administration of an enema pre-operatively. 
Subphrenic abscess and empyema are probably usually 

due to slight leakages; they are not of necessity fatal i 

dealt with in their earliest stages, but it is not then 

to make a sufficiently accurate diagnosis. Bursting of 

abdominal wound has occurred in five cases ; this is nea 
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always due to violent coughing or vomiting; the latter, 
however, is very uncommon after gastrectomy if spinal 
anaesthesia is employed. Four cases recovered after 
resuture, and one died from exacerbation of the lung 
complication. 

I draw attention to necrosis of the omentum, which | 
have not previously found noted as a complication. I have 
had three cases proved by exploration and a further three 
in which the diagnosis was reasonably certain but not 
proved by operation. I believe that in smaller degree it 
occurs more often than we imagine, since the operation 
must at times interfere with the variable blood supply to 
the omentum and lead to considerable thrombosis therein, 
but I will not discuss the pathology here. All these cases 


recovered. 


Intussusception of the upper part of the anastomosis 
into the lower part might sound almost impossible, but it 
was discovered post mortem in one case where I was at 
a loss to explain the patient’s symptoms. It must be a 
very rare event. The post-spinal-anaesthetic sequels have 
not been serious, but in two cases a sixth-nerve palsy was 
persistent ; one of these was a case of tabes with ulcer, 
and the other cleared only after a period of six months. 

The uraemic cases listed here were true kidney uraemias 
and not secondary to fluid depletion. 


Late Results 


We now pass to the main thesis—namely, the late 
sequelae or aftermath. These may be considered under 
the following headings: (1) Blood picture ; (2) test meal ; 
(3) barium meal ; (4) weight ; (5) appetite ; (6) bowel action ; 
(7) jejunal anastomotic ulceration ; (8) distension of the 
afferent loop; (9) loss of energy, faintness and lassitude 
after food ; (10) nausea in the early morning ; (11) adhe- 
sions ; (12) ventral hernia ; (13) gall bladder symptoms ; 
(14) colospasm. 

Blood.—It was at one time confidently predicted (Hurst, 
1928: Lake, 1928) that cases of extensive stomach resec- 
tion would develop a macrocytic anaemia. We have had 
large numbers of blood examinations carried out up to 
ten years after the operation, but in no single instance 
has there been an anaemia of this type. The average of 
a large number of counts gave the following figures : red 


cells, 5,190,000 ; white cells, 9,390; haemoglobin, 95% : 


colour index, 0.88. A few cases revealed a definite micro- 
cytic anaemia with spoon nails which yielded to the usual 
treatment with iron. 

Test Meal.—Post-gastrectomy test-meal curves are always 
open to criticism, since it is not easy to determine that the 


tube end lies properly in the stomach. However, with 
special precautions a large series have been done (Figs. 
2-7). With a complete Polya anastomosis there is practi- 
cally always achlorhydria. With the restricted valvular 
orifice a small amount of free acid (10 to 20 degrees) is 
present in a few cases at one hour, but the general 
reduction is profound. Even the completely achlorhydric 
cases will respond to histamine stimulation, although this 
power is lost with the passage of time. Three of these 
cases still show considerable acid: they are obviously 
candidates for a possible anastomotic ulcer. — 

Radiographs—The radiographic results of the different 
types of gastrectomy were studied by Shanks (1934). Of 
my cases he says: “This modification, judging by the. 
radiographic appearance, controls the efflux of the gastric 
contents better than any other of the Polya type. In addition 
to preventing ‘ dumping’ into the jejunum, it renders reflux 
into the afferent loop very improbable. . . . The gastric 
stump fills reasonably well in the erect position, and the 
stoma is clearly seen at the lower pole. The right border 
of the stump is formed by the remaining portion of the 
lesser curve and the sutured end of the stump above the 
stoma. This largely loses its initial angularity and becomes 
more or less straightened out.” 

Weight.—The general tendency is to gain weight, especi- 
ally when as a result of dyspepsia the patient is much 
under weight before operation. Not all of the cases gain, 
however: as is well recognized, many hypersthenic duo- 
denal cases are quite well covered despite the ulcer. 

Appetite—There seems to be little qualitative change in 
the appetite ; the patient’s likes and dislikes are unaffected. 
Quantitatively there is usually an improvement in the 
gastric cases, with small change in duodenal ulcers, when 
the appetite is often good before operation. 

Bowel Action—It might be expected that with. more 
rapid emptying of the stomach there would be increased 
activity of the.colon, but experience shows that if anything 
there is some tendency to constipation. In some cases this 
is due to colospasm, which we shall consider later. 

Jejunal Ulceration.—In this series there have been six 
cases in which anastomotic ulceration was suspected.- In 
four of these it was proved by exploration (in one by 
perforation); in the other two the symptoms are mild 
but the suspicion remains. As is well known, it is difficult 
to get reliable radiological confirmation in post-gastrectomy 
cases. The incidence does not seem to exceed 1%. 

Distension of the Afferent Loop—i.e., the duodenum— 
is a possible cause of symptoms, and occurs when there is 
some obstruction to the free passage of duodenal contents 
across the anastomosis, or when the stomach efflux is 
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Fic. 2.—Test meal after gastro-enterostomy for duodenal ulcer. Fic. 3.—Same case as Fig. 2. Test meal after subsequent partial 


gastrectomy. Fics. 4 and 5.—Test meals before and after vagotomy. 
was subdiaphragmatic. Higher division, whether performed 
results. FiGs. 6 and 7.—Test meals bef 
It will be noted that gastrectomy produces much more profound 


TRis operation was done 15 years ago, therefore division of nerves 


by transthoracic or transdiaphragmati i h 
ore and after the so-called “ Phragmatic approach, gives somewhat better 


physiological gastrectomy ”—that is, ligation of vessels and nerves. 


changes in acid secretion than the other procedures. 
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directed into the afferent loop by a badly designed anasto- 
mosis or obstruction of the efferent loop. It has proved to 
be very rare in cases done by the method here described : 
only two definite cases—i.e., radiologically proved—have 
been met with. As has already been remarked, over- 
distension of this loop is one of the most potent factors 
leading to leakage from the duodenal stump in the early 
stages. 


The “ Dumping” Syndrome.—The loss of energy and 
feeling of faintness and lassitude after heavy meals has 
interested me for many years, and despite the article by 
Gilbert and Dunlop (1947) I feel that the complete under- 
standing of it remains a problem. They report that no 
fewer than 17 of 45 gastrectomies had evidence of this 
syndrome and suggest that rapid emptying of the stomach 
is the primary cause; this produces a transitory rise in 


‘the blood sugar, followed by a rapid fall to very low levels 


due to excessive insulin production. The lassitude is thus 
due to a hypoglycaemia and is a concomitant of the so- 
called dumping stomach. It is, however, of some impor- 
tance to note that they record it as occurring after both 
the ordinary Polya and the restricted stoma operations. 
My own series shows a much lower incidence of this 
syndrome—only .twenty cases, and some of these quite 
mild in degree. In searching for the cause I have considered 
four possibilities. 


1. Dumping of the stomach contents into the jejunum with 
reflex effects, via the splanchnic innervation, from overdisten- 
sion.—This has not seemed likely, since the condition is pain- 
less, and, furthermore, there is no radiographic support, as 
Shanks’s studies show, in the case of the operation here 
described. 

2. Hypoglycaemia.—The blood-sugar curves which I have 
had done in these cases have not given powerful support to 
this idea; but since the publication of the article by Gilbert 
and Dunlop I recognize that this may have been due, as they 
suggest, to the fact that the samples were not taken often 


enough. In some cases the administration of sugar has seemed - 


to give some relief, and I am therefore inclined to think that 
this may be the explanation. It is surprising, however, that 
these observers failed to detect any difference in the results 
of the full Polya and the restricted stoma operations, for this 
would certainly be expected. 

3. Vagal stimulation—There can be no doubt that many 
vagal fibres are included in the ligature of the vessels of the 
lesser curve and must be involved in the scar. They may 
therefore be stimulated by the pull on the lesser curve when 
the stomach is loaded. I have unsuccessfully looked for post- 
prandial changes in the blood pressure and have failed to find 
other supporting evidence. 

4. Neurosis.—This is always a possibility after an extensive 
abdominal operation, but, in my inexpert opinion, it is not a 
likely explanation of the phenomenon. 


Morning Nausea.—Another interesting syndrome, un- 
associated with the last, is a sensation of nausea the first 
thing on awaking in the morning. It nearly always dis- 


‘appears quickly when the patient assumes the upright 


attitude or with the first mouthful of food or drink. I 
have also noted that it is inclined to occur in those who 
sleep on the left side and may be relieved if they sleep 
on the right. I believe it is due to bile entering the stomach 
through the comparatively large orifice, devoid of sphinc- 
teric control, at night, which it does more easily with the 
patient on his left side and recumbent. The upright posture 
or the taking of a little food or drink empties the bile out 
of the stomach and so the nausea immediately disappears. 
Luckily it can be added that both the dumping and morning 
nausea syndromes tend to improve with the passage of 
time. 

Adhesions have been thought to be responsible for post- 
operative symptoms in a fractional percentage of cases, 


and in these there had been one or more previous opera- 
tions for perforation. 

Ventral hernia has necessitated further operation in two 
cases; four other bulges are adequately controlled by a 
light belt. 

Gall-stones.—Subsequent operations for gall-stones have 
been undertaken in four cases—a very much smaller per- 


centage than was found by Majoor and Suren (1947), who | 


reported six cases after 174 gastrectomies, apparently especi- 
ally after the Billroth II operation. They suggest a post- 
operative aetiological relationship ; but I am not impressed 
since in my own series the figure is very small and points to 
a chance association. I have on several occasions removed 
a pathological gall-bladder, with or without stones, at the 
time of the resection, and of course it often happens that 


an ulcer is adherent to the gall-bladder, sometimes densely 


to the point of perforation. 


Colospasm.—It is perhaps not surprising that in ulcer 
cases, when the patient is often of the sthenic vagotonic 
type, there should frequently be noted some degree of colo. 
spasm and its associated diverticulosis. Nearly half of the 
gastrectomy patients who return complaining of abdominal 
symptoms have been shown to be cases of colospasm, and, 
as I have previously mentioned, this is probably the cause 
of the constipation which may follow the operation. It 
should therefore always be borne in mind when investiga. 
ting an apparently unsuccessful gastrectomy. 


Summary 


Gastrectomy is probably the most permanently satisfactory 
— of dealing with chronic peptic ulceration at the present 

y. 

A type of end-to-side anastomosis with a restricted and 
valvular orifice has been found to give good results in the 
vast majority of cases. 

The risk of the operation is being steadily reduced, chiefly 
as a result of greater pre- and post-operative care. 

Sulphonamides, used as a routine, have proved valuable in 
the prevention of infective lung complications. 

The early and late sequelae of over 600 cases are analysed. 

Omental necrosis and early morning nausea are noted as 
after-results not previously described. 

The incidence of anastomotic ulceration after this operation 
appears to be a little under 1%. 

The syndrome of post-operative hypoglycaemia associated 
with a “dumping” stomach is discussed. 
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The British Orthoptic Journal, which is published under the: 


auspices of the British Orthoptic Society, has now opened its pages 
to contributions from overseas. In its issue No. 4, 1947, Dr. Walter 


B. Lancaster, of Boston, Massachusetts, explains “* What is Orthop- _ 


tics ?”” and Miss Diana Mann, of Melbourne, Australia, contributes 
a paper éntitled “‘ The Role of Orthoptics,” which was read before 
the Australian Ophthalmological Society in 1946. Another new 
departure is the publication of case notes of special interest. 
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CURARE IN OIL IN THE TREATMENT 
OF SPASTIC CONDITIONS 


BY 
c. ASTLEY CLARKE, M.D., M.R.C.P. 
Assistant Physician, Royal Liverpool United Hospital 
AND 
R. D. HOTSTON, M.B., M.R.C.P. 
Medical Registrar, Royal Liverpool United Hospital 


(From the Medical Unit, David Lewis Northern Hospital, 
Liverpool) 


The therapeutic possibilities of curare in diseases of the 
central nervous ‘system have been considered for nearly a 
century, but because of the dangers of the drug it was 
originally used only in desperate cases of tetanus and 
hydrophobia. Progress towards a more specific use was 
made when Hartridge and West (1931) and-others, between 
1927 and 1931, demonstrated conclusively that, in doses 
which did not produce general paralysis, curare had a 
selective action, abolishing decerebrate rigidity in cats and 
tetany in dogs. The mode of action was not clear, but 
Bremer (1927, 1928, 1931) suggested from animal experi- 
ments that weak solutions of the drug blocked nerve-endings 
which were continuously in action more than those which 
were at rest; because of this it was possible to reduce 
muscle tone without greatly affecting voluntary power. 

In 1932 West described 17 cases of severe pyramidal wor 
extrapyramidal rigidity in man, due to various causes, 
treated with crude curare obtained 30 years earlier from 
South America. He found that, given hypodermically in 
doses of 2 to 20 mg., the drug produced a definite measur- 
able reduction in spasticity, the effect being produced in 
from 10 to 40 minutes and lasting 2 to 48 hours. Clinical 
improvement coincided with the registrable changes, and he 
found that massage and physical exercises were facilitated 
under the influence of the drug. Most of the patients com- 
plained of giddiness, headaches, and a feeling of drunken- 
ness (but no diplopia) 10 to 30 minutes after the injection, 
but there was a tendency for all these symptoms to diminish 
as treatment continued. Objectively, a temporary nystagmus 
and a fall in blood pressure were noted, the latter being 
corrected by subcutaneous adrenaline, which also relieved 
the headache. West concluded that the drug was of some 
use in reducing the spasticity of pyramidal disease, but was 
not so good as hyoscine in Parkinsonian rigidity. 

Interest in the drug from a neurological point of view 
was revived with increasing experience of its effect in 
anaesthesia and psychiatry. Harvey and Masland (1941) 
used it intravenously (in doses of 1 to 2 mg. per kg. of 
body weight) in the treatment of a variety of spastic con- 
ditions (23 cases), but they concluded that it was of no 
real use because of the inconvenience of the side-effects 
and the shortness of its action. They suggested that a drug 
which lasted longer might be of some value. While their 
conclusions were negative they were unable to explain the 
cause of the lasting relief which a few of their patients 
reported. 

Bennett (1941) arrived at different conclusions, using 
similar doses of the drug, also intravenously, in 12 spastic 
children. The majority of his patients were improved over 
a period of months, mainly because the muscle relaxation 
effected made it easier to carry out more extensive physio- 
therapy. Side-effects were not very troublesome, but Bennett 
admits that the disadvantage of the treatment is that the 
action of the drug is not sustained. Denhoff and Bradley 
(1942) reported even more favourably, also on spastic 
children. They used an extract of curare (“ intocostrin ”—- 
Squibb), and the drug was given intramuscularly in doses 


of from 0.9 to 3.3 mg. of curare per kg. of body weight. 
The relaxation produced lasted approximately four days, 
and they were very much impressed with the way in which 
the educational programme could be accelerated by the 
drug. 

Schlesinger (1946) described the use of a 3% suspension 
of d-tubocurarine chloride in a _ peanut-oil—white-wax, 
mixture in 11 cases of extreme spasticity secondary to 
injuries of the spinal cord. He gave it intramuscularly in 
doses of 30-45 mg. of the alkaloid (1-1.5 ml. of the suspen- 
sion) every four days, and claimed that the action of the 
drug given in this form was prolonged often up to three 
days. The undesirable effects of aqueous curare were absent 


except that during the adjustment of the dosage slight blurr- . 
ing of vision was noted. In his series of cases (details of — 


four being given) he found that flexor spasms were relieved, 


spasticity was decreased, and during the period of relaxation ° 


physical exercises could be given. 


Present Investigation 


It seemed possible that a great advance had been made, 
and the present investigation was conducted with a view to 
confirming Schlesinger’s conclusions in general neurological 
cases. Seventeen patients were selected for treatment, the 
only criteria being that their spasticity should be of the 
pyramidal type and that it should be their chief disability. 
The series comprised one case of traumatic quadriplegia, 
one of spinal cord compression, one of motor neurone 
disease, one of subacute combined degeneration, and 13 of 
disseminated sclerosis. Six of the patients were definitely 
bedridden, four could walk only a few steps with the greatest 
difficulty, and the remainder had varying degrees of locomo- 
tive disability. No special apparatus was used to test the 
degree of spasticity, and response to treatment was assessed 
so far as was possible on unequivocal clinical findings—for 
example, did the injections enable a bedridden patient to 
walk or allow an ambulatory one to discard a stick? 


The curare employed was “ tubarine” (oily) (Burroughs 
Wellcome and Co.), and the usual maintenance dose was 
20-40 mg. given intramuscularly (1 ml. = 30 mg. of 
d-tubocurarine chloride). 


Case Reports 
Traumatic Quadriplegia 

Case 1—A man aged 56 suffered damage to his cervical 
cord on Dec. 7, 1946, following a blow. The resultant 
spastic quadriplegia was thought to be due to a haemato- 
myelia. As this cleared up a partial Brown-Séquard lesion 
was found, there being gross spasticity of the right arm and 
leg, with sensory loss in the left arm and leg. Four months 
after injury flexion-spasms appeared which were associated with 
severe pain in the right leg. A dose of 15 mg. of curare in oil 
produced diplopia, a feeling of drunkenness, vomiting, and slight 
diminution of spasticity for a few hours in both the arm and the 
leg. The next dose of 30 mg. produced, after 10 minutes, 
diplopia which lasted approximately one day, necessitating the 
use of an eye-shield. After five minutes tone in the limbs was 
considerably reduced, but 30 minutes later it had started to 
increase again and the limbs went back to their original stiffness 
after a few hours. Flexor spasms were not reduced, several 
taking place during the two hours after the injection of the; 
curare. 
30-mg. doses did not produce any appreciable change in muscle 
tone, but tolerance from side-effects developed. Some six weeks 
later the flexor spasms became much worse and were extremely 
painful. It was therefore decided to try the effect of curare in 
oil together with quinine sulphate, 10 gr. t.i.d., Harvey (1939) 
having shown the latter drug to possess curare-like qualities. 
The effect of the combination was remarkable in that the spasms 
disappeared within a few days and morphine could be discon- 
tinued. The treatment was stopped after a month and the 
flexion spasms did not reappear. 


Several further administrations of curare in oil in. 
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Paget’s Disease of the Spine 


Case 2—A man aged 62 had had pains in the legs 
and increasing difficulty in walking for the past three 
years. On admission to hospital in April, 1946, he showed 
evidence of a spastic paraplegia thought to be due to 
a spinal tumour. Laminectomy performed on May 14 
showed extreme sclerosis of the vertebrae, with ossification of 
the dura due to Paget's disease, for which nothing could be 
done. For seven months after operation the story was one of 
increasing stiffness of the legs, so that on readmission in 
December, 1946, he was unable to stand and the picture was 
one of a severe spastic paraplegia, with pain and flexor spasms 
beginning to be a prominent feature. It was decided to try the 
effect of curare with a view to lessening the spasticity. The drug 
was at first given as aqueous tubocurarine intramuscularly in 
doses of 20 mg., later increasing to 30 mg. every third day. It 
was found that the drug produced definite lessening of the 
spasticity and voluntary power became better for a few hours, 
but at no time was the patient able to stand. The side-effects 
of the drug were diplopia, nausea, and a feeling of drunkenness. 
Injections of tubocurarine in oil intramuscularly were then sub- 
stituted, beginning with a dosage of 20 mg. and increasing up to 
40 mg. on alternate days. These injections produced minimal 
improvement; his pain and flexor spasms were not improved, 
and, although side-effects were slightly less noticeable than with 
ordinary curarine (probably because of increased tolerance), yet 
relief from the spasticity was also less and did not materially 
help the patient’s condition. With neither type of curare was 
he able to walk. The spasticity became so extreme that adductor 
tenotomy was performed and the patient was put in a plaster-of- 
Paris spica. Unfortunately decubitus ulcers developed and he 
died suddenly from heart failure three months after operation. 
He had been under treatment with curare intermittently for five 
months. Post-mortem examination confirmed the diagnosis of 
Paget’s disease of the spine. 


Motor Neurone Disease 


Case 3—A woman aged 45 suffered from typical motor 
neurone disease. She showed a bulbar palsy of mixed pseudo 
and true types, an exaggerated jaw-jerk, a spastic tongue, 
wasting of the intrinsic muscles of the hands, increased tendon 
reflexes in the arms, and gross spasticity in the legs, rendering 
her bedridden. The administration of 30 mg. of curare in oil 
every third day produced a slight reduction in spasticity, but 
the patient remained bedridden and her speech was unaltered. 
She insisted, however, on keeping up the injections, as she was 
sure the drug was doing her good—in particular her legs felt 
warmer. No disagreeable side-effects occurred. 


Subacute Combined Degeneration of the Cord 

Case 4.—This patient, a woman aged 58, was admitted with 
very spastic legs, bilateral extensor plantar responses, and pro- 
‘nounced diminution in joint sense due to subacute combined 
degeneration. She had suffered from pernicious anaemia for 
many years and had been on liver therapy ; her blood picture 
at the time of admission was normal. The administration of 
curare in oil up to 45-mg. doses produced no effect whatsoever. 


Disseminated Sclerosis 

Case 5.—A woman aged 56 had had a spastic paraplegia, 
nystagmus, dysarthria, and euphoria due to disseminated 
sclerosis for over 10 years. She had one month’s history of 
flexion spasms, which were very painful,-and on admission she 
was found to be bedridden and to have 20% of flexion contrac- 
ture in both knees. Doses of curare in oil daily, increasing from 
10 to 30 mg., produced marked diplopia and a feeling of 
drunkenness. There was slight diminution in tone in the legs 
but no relief of flexion spasms, and no diminution in the flexion 
contracture despite additional active physiotherapy. 

Case 6.—A woman aged 29 was admitted with a spastic para- 
plegia and nystagmus, having been bedridden for three months. 
She volunteered the statement that her stiffness was worse in 
cold weather. Doses of curare in oil up to 30 mg. and exercises 
produced some subjective improvement, and she managed to get 
out of bed. Her condition three months later was much the 
same as on discharge from hospital, although she had had no 
further curare. 


Case 7.—A woman aged 51 had had difficulty in walking for 
10 years and on examination was found to have spastic legs 
R > L, very brisk arm reflexes, exaggerated knee-jerks left 
ankle clonus, and extensor plantar responses. The CSF 
Lange curve was 4321000000 and the W.R. was negative. 
Curare in oil in doses ranging from 15 to 40 mg. produced ra 
definite decrease in spasticity, and for the first three-quarters of 
an hour after injection reversal of the plantar responses was 
noted. There were no side-effects, and the patient could walk 
reasonably well—certainly better than on admission. 


Case 8.—A woman aged 67 was admitted with diplopia and 
spastic paraplegia with bilateral ankle clonus and extensor 
plantar responses. She had been almost bedridden for six 
months. The Lange curve was. 5543321000 and the W.R. was 
negative. Repeated injections of 30 mg. of curare in oil pro- 
duced some diminution in muscle tone but no alteration in 
reflexes. The change was not enough to aid the patient’s walk- 
ing materially. ‘ 

Case 9.—A woman aged 34 complained of dragging of the 
left leg for the past five weeks. She was found to be euphoric 
and to have a spastic paraparesis with bilateral extensor plantar 
responses. Curare in oil in doses up to 20 mg. produced con- 
siderable improvement in the gait, both subjectively and objec- 
tively. There were no side-effects. This case was the least 
severe of the series. 

Case 10.—A man aged 36 had dragged his left leg for four 
years and now had great difficulty in walking after a few 
minutes. He was found to have very brisk tendon reflexes, 
bilateral ankle clonus, and bilateral extensor plantar responses, 
Tubarine in oil in doses of 22.5 mg. produced no change ; doses 
of 30 mg. caused blurring of vision in half an hour, and rather 
less foot drag ; doses of 45 mg. produced diplopia+ +, drunken 
feeling +, and reeling gait. His gait was definitely no better 30 
hours later. 

Case 11.—A woman aged 36 had had spastic ataxic gait, 
brisk reflexes, and extensor plantar responses for four years. 
Tubarine in doses of 45 mg. produced slight improvement in 
gait and no side-effects. Objectively there was little improve- 
ment. 

Case 12.—A woman aged 39 had had difficulty in walking for 
four years. Her legs were ataxic and spastic, R > L, reflexes 
brisk, plantars extensor. Tubarine in doses of 22.5 mg. and 
30 mg. produced mistiness of vision, but no objective signs or 
side-effects. Doses of 45 mg. produced misty vision, sensation 
of drunkenness, and great ataxia. Twenty-four hours later 
there was no subjective improvement, but she was possibly 
walking a little better. 

Case 13.—A woman aged 36 had been ill for 10 years, but 
when admitted she was undergoing a spontaneous remission. 
Her legs were slightly spastic, tendon reflexes brisk, plantar 
responses extensor ; she was walking quite well. After 22.5 mg, 
of tubarine she felt a bit dithery, and had a feeling of warmth 
in her hands and feet. After 30-mg. doses she had ptosis, a 
feeling of detachment, and was walking worse. Her hands 
went warm and then cold within an hour. After 45-mg. doses 
she felt drunk and muzzy, her legs were cold, and she was 
more ataxic. Next day walking was better. 

Case 14.—A woman aged 63 had been ill for five years. She 
managed to take a few steps round her room by holding on to 
the furniture. She had very spastic legs and bilateral extensor 
plantar responses, but no anaemia or sensory changes. Tubarife 
in 22.5-mg. doses had no effect of any kind. Doses of 30 mg. 
produced blurring of vision in 50 minutes ; after one hour her 
legs became more spastic than before the injection ; there were 
no side-effects. Two hours after 40-mg. doses she was siill 
very spastic, and the plantars were extensor. No objective 


improvement was seen and there were no troublesome side- 


effects. 


Case 15.—A woman aged 26 had had tor two years diplopia, | 


spastic legs, very brisk reflexes, flexor plantar responses, and 
gross ataxia on heel-to-knee tests, but her gait was fairly good. 
Tubarine in doses of 22.5 mg. produced drunkenness, “ wobbly 
when walking.” Doses of 30 mg. produced diplopia ++ and 
nystagmoid jerkings ; jerks still brisk. She was wa!king very 
badly indeed, and was ‘more ataxic than ever. The drug wa 
discontinued because of the side-effects. 
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Case 16—A man aged 42 had had a dragging left leg and 
slightly ataxic gait for six years. He was found to have left 
ankle clonus, brisk reflexes, and bilateral extensor responses. 
Tubarine in doses of 20 mg. and 30 mg. produced severe side- 
effects, blurring of vision, and drunkenness, great ataxia, but 
no objective improvement in gait. The drug was discontinued 
at patient’s own request. . 

Case 17.—A woman aged 44 had had disseminated sclerosis 
for 10 years. Brisk tendon. reflexes, bilateral extensor plantar 
responses, and spastic paraplegia were present. She was able to 
walk a few steps, but had not been out of her house for three 

Tubarine in 30-mg. doses did not give any relief but 
made the patient giddy and more ataxic. 


Discussion 


While we are in agreement with previous authors that 
curare temporarily diminishes the tone in spastic muscle 
without producing general paralysis, we have not been able 
to substantiate Schlesinger’s claim that curare in oil has 
overcome the disadvantages of the drug in aqueous solution, 
nor have we been impressed with it as a therapeutic agent 
in our series, of patients. 

Side-effects——Troublesome symptoms occurred in 10 of 
our 17 cases (so severe in two that the drug had to be dis- 
continued), but we found, as West did with aqueous 
curare, that a tolerance usually developed on continued 
administration. © 

Length of Action—In general the relaxation of muscle 
tone was apparent in 10 minutes, maximal in 20-30 minutes, 
began to wear off in an hour, and was completely absent in 
24 hours. This action is no longer than that of aqueous 
curare, although, as with that drug (West, 1932; Harvey 
and Masland, 1941), some of our patients thought that 
relief lasted several days. 

We have no satisfactory explanation to offer for the 
temporary reversal of plantar responses noted in Case 7 
and merely record it as a matter of interest. 

Therapeutic Value.—Reviewing our 17 cases, we find 
that in 11 the treatment either produced no improvement 
(7) or the patients were actually worse (4). The reason for 
definite deterioration appears to be that curare by lessen- 
ing spasticity sometimes unmasks previously concealed 
posterior column loss. Turning to the cases in which im- 
provement was noted, the only remarkable success was in 
Case 1. Here curare in oil was of no use until it was 
reinforced with quinine, but the combination of the drugs 


_ resulted in cessation of the flexion spasms, which did not 


return when the drugs were stopped a month later. (Itmay 
be worthy of note that all cases in which favourable results 
were reported by Schlesinger were traumatic in origin.) In 
the remainder of our cases which were thought to be 
improved the benefit was slight and usually only apparent 
to the patient. It was very difficult to assess minor fluctua- 
tions in muscular power, and interrogation of patients 
showed that there was considerable natural variability: thus 
hot weather and previous exercise both resulted in tem- 
porary improvement. Another factor which had to be 
borne in mind, particularly in dealing with disseminated 
sclerosis, was natural remission (Case 13). Even more 
important was the psychological aspect of the treatment. 
Most of our patients had been chronically il! for long 
periods, and when fresh hope was engendered by the new 
drug, intensive physiotherapy, and the encouragement cf 
being a centre of interest once more, there was a natural 
tendency to think the treatment was doing good. , 
Bearing all these factors in mind, we do not feel that 
the improvement noted in six of our cases can with any 
certainty be attributed to tubarine, particularly as 11 showed 
no benefit whatever. In our opinion, therefore, curare in 
oil is not the hoped-for advance in reducing spasticity in 


neurological disease, and we do not feel that our results 
justify the expense of the treatment, at any rate so far as 
adults are concerned. We have not used the drug in 
children, but it seems likely that the same disadvantages 
would obtain, and a recent communication (Collis, 1947) 
on the subject of reablement in Little’s disease makes no 
mention of its use. Further investigation is necessary to 
see whether a combination of drugs is any more successful. 


Summary 


The value of curare in oil in reducing spasticity of 
pyramidal type in 17 cases of neurological disease has been 
investigated. 

In our opinion the drug has not proved superior 
to aqueous curare, and has been of little use in the 
rehabilitation of our patients. 


Our thanks are due to Dr. H. S. Pemberton and Dr. Leslie 
Cunningham for help in providing some of the cases, and to Messrs. 
Burroughs Wellcome and Co. for the initial supply of tubarine. 
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LOUSE-BORNE RELAPSING FEVER 
IN PERSIA 
BY 
RICHARD I. BODMAN, MB, ChB, D.A. 
Medical Officer 
AND 


IAN S. STEWART, M.B., Ch.B. 
Pathologist 


Anglo-Iranian Oil Co. Hospital, Abadan, S. Persia 


An epidemic of a recurrent fever occurred in Abadan 
between November, 1945, and June, 1946—1,087 cases being 
admitted to the isolation hospital. We intend to show that 
this was in fact an epidemic of louse-borne relapsing fever, 
and to give an account of its symptomatology and the results 
of treatment with arsenicals. 

In reviewing the available literature no report has been 
found of louse-borne relapsing fever in Persia. Current text- 
books do not mention the disease as occurring there, 
although Rogers and Megaw (1944) say it is common in 
most parts of India. The present epidemic was undoubtedly 
part of the widespread epidemics described in the Mediter- 
ranean and North Africa during 1943-5—e.g., Algeria 
(Grenoillcau, 1946), Morocco (Sicault, 1944), Cairo 
(Wolman, Omar, and Abu-Taleb, 1945), and Abyssinia 
(Charters, 1945); and reviewed by Stuart (1945), who also 
mentions Tunisia, France, Greece, Rumania, and Turkey. 

The tick-borne disease is found all over the Middle East 
and Central Asia—namely, Cyprus (Wood and Dixon, 
1945), Palestine (Adler, Theodor, and Schieber, 1937), 
Azerbaijan (Popow and Achundow, 1936), Persia (Delpy 
and Rafyi, 1939), Caucasus (Maruashvi‘i, 1945), Afghanistan 
(Avanessov, 1938), Kazakhstan (Andreev, 1944), and 
Tashkent (Kassirsky, 1933)—but it has, of course, different 
characteristics from louse-borne relapsing fever. 
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The Epidemic 

The first case was detected in the first week of November, 
1945 ; other cases followed quickly, and 50 to 60 were being 
admitted weekly in January. The epidemic followed closely 
the degree of coldness of the weather as shown by the aver- 
age minimum daily temperature until the end of January, 
1946, when the active measures taken by the Health Depart- 
ment, who began disinfesting the population with D.D.T. 
on a big scale, caused a considerable drop in the incidence 
of the disease, although the minimum temperature remained 
about 45° F. (7.2° C.) until the end of February. As soon 
as the general temperature began to rise the epidemic 
quickly declined ; it was no longer necessary for the poorer 
classes to crowd into houses for shelter, and the heat of the 
sun soon killed off the lice carried in their clothes. The 
critical temperature was reached at the end of May, with 
an average daily minimum of 80° F. (26.7° C.), an average 
maximum shade temperature of 105° F. (40.6° C.), and an 
average maximum sun temperature of 150° F. (65.5° C.). 
The last case was admitted on June 24. 

It is interesting to compare Chart 1 with Chart 2, which 
is compiled from statistics of the typhus epidemic here in the 
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Cuart 1.—The relapsing fever epidemic in Abadan, 1945-6. 


winter of 1943, the critical temperatures for the termination 
of the epidemics being almost identical. 

The disease was first diagnosed by one of us (I.S.S.) when 
Spirochaeta recurrentis was found on routine examination 
of blood slides from the out-patient department. Suspecting 
the vector to be the louse, the 
next 50 cases were examined ; 
36 of these were found to 
be infested with Pediculus 
humanus. The lice were 
crushed in saline and exam- 
ired under dark-ground illu- 
mination. The Sp. recurrentis 
was demonstrated in six lice. 
The dark-ground microscopi- 
cal examination of a drop of 
blood under a cover-slip was 
cneuenee found to be the quickest way 

of diagnosing the disease ; but 
as it was not possible to exclude concomitant malaria by 
this method routine diagnosis was made by staining a blood 
smear with Leishman’s stain. . 

The following reasons do not fulfil all Koch’s postulates, 
but they convincingly demonstrate that the relapsing fever 
was in fact louse-borne: (1) The Health Department has 
never found any tick focus in Abadan, and is of the opinion 
that there are no human ticks in the town. (2) Of the 
patients admitted to the isolation hospital 87.85% were 
found to be infested with lice. (3) Sp. recurrentis was 
demonstrated in lice taken from the bodies of patients. 
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(4) The epidemic form of the disease and its relationship ‘ 


to the average temperature are characteristic of a louse. 
borne disease. Comparison with the previous epidemic of 
typhus is very significant. (5) The drop in the weekly admis- 
sions following the mass disinfestation of the populace with 
D.D.T. powder. 


Symptomatology 
The last 214 male cases admitted to the isolation hospital 
were examined clinically by one of us (R.I.B.). (Very few 
women were admitted. The proportion was 19 men to one 
woman. This is certainly not a true figure for the incidence 


of the disease, but an indication that women were unwilling ’ 


to apply for treatment.) All these cases were diagnosed by 
positive blood smears at the out-patient department before 
admission to the isolation hospital. 

No account is given here of the preventive work carried 
out by our Health Department. All the cases came from 
the labouring and unemployed class of the community. The 
great majority were young adults, the age incidence being: 
under 8 years, 1 case; 8-15 years, 9 cases; 15-30 years 
117 ; over 30 years, 87. : 

Onset.—All these patients could recall the day on which 
the attack started ;-most of them could fix the time within 
a few hours. The attack began with a splitting frontal head- 
ache, which very soon was followed by a high fever and in 
many cases a rigor. The fever was maintained for an 
average of 4 to 5 days. 

Course.—During the initial attack the temperature was 
usually raised to 103° or 104° F. (39.4° or 40° C.) and 
remained at this height until the crisis, when it fell to normal 
within a few hours. At this time the patient sweated pro- 
fusely and was often weak and exhausted. During the next 
few days he quickly regained his strength and demanded to 
be discharged from hospital. The period of apyrexia lasted 
about nine days, although it was found that the most 
constant time-relationship was from the day of onset to the 
day of relapse—an average period of 14 days. During the 
relapse the patient’s temperature was raised to 102°-103° F, 
(38.9°-39.4° C.) for about two days. 

Symptoms.—During the initial fever patients complained 
of headache and pain in the back. Percussion over the 
lower thoracic and upper lumbar spine revealed tenderness, 
and the muscles of the arms and legs were also painful and 
tender to deep pressure. Anorexia was common, and some 
complained of epigastric pain after taking food. Vomiting 
was frequent; the bowels were usually constipated. 
Epistaxis was not uncommon ; a non-haemorrhagic herpes 
febrilis occurred in a small number of cases. Many patients 
complained of a cough. During the apyrexial period all 
symptoms abated and the patient was quite well unless he 
had respiratory trouble. 


The patient was usually seen on the third or fourth day 
of the disease, and presented the appearance of a high fever. 
No rash was seen in the majority of cases, but a few hada 
definite petechial rash on the trunk only ; in these the Weil- 
Felix reaction showed only a slight agglutination with OXK 
—e.g., 1/25 +, 1/50 +. A number of cases were jaundiced; 
these were classified as: +, conjunctival coloration ; ++, 
skin coloration; +++, marked skin coloration. The 
colour was easily demonstrated in the serum of many cases 
in which the Wassermann test was carried out. Nine cases 
had a marked jaundice, and this was found to be a bad 
prognostic sign ; two of these cases were fatal (see below). 
The spleen showed all degrees of enlargement—down to the 
umbilicus ; the liver was sometimes enlarged and often 
tender. No change was found in the cardiovascular system 
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LOUSE-BORNE RELAPSING FEVER IN PERSIA 


but minor respiratory complications were very common. 
The reflexes were normal, and there were no significant 


signs. 
Incidence of Symptoms 


98-079 
Headache oe 90-655 Anorexia .. 
Backache . ee ee 775 Vomiting ee oe ee 56-0 
Painsinlimbs .. 71-50% Constipation (2-6 days) 51-40% 


Incidence of Signs 
Jaundice .- Enlarged spleen (1-4 
7-489 


Com 

Respiratory complications were by far the commonest. 
Minor respiratory complications occurred in 49.07%, and 
major respiratory complications in 11.21%—a total of 
60.28% with pulmonary disturbances varying from a 
“cough” to bronchopneumonia. The most usual symptom 
was a characteristic dry irritative tracheitis which often 
went on to a bronchitis. These cases were classified as 
minor complications. Sulphonamide treatment was given 
in 10.75% of the major complications. Bronchopneumonia 
was treated as a major complication. 

There was a non-specific arthritis in four cases (1.87 %)— 
two in the knee and two in the shoulder. These were treated 
with kaolin poultices. Perisplenitis due to the size of the 
spleen occurred in two cases (0.94%); these were success- 
fully treated with repeated subcutaneous injections of 


adrenaline. 


Complications in the central nervous system were found 


in three cases (1.40%). 

Mental Cases.—Two patients developed obsessions that the 
other patients in the ward were plotting against them and want-~ 
ing to kill them; both had to be put under restraint. One 
managed to escape in spite of being under careful guard and 
committed suicide ; the other eventually recovered completely. 

Case of Transverse Myelitis—This was a very interesting case 
of a lesion of the spinal cord almost certainly due to relapsing 
fever. The patient was admitted to the isolation hospital on 
March 31, 1946, as an ordinary proved case of relapsing fever 
and given 0.45 g. of N.A.B. He developed a cough and 
bronchitis, for which he was treated with a full course (five days) 
of sulphonamides. He did not have a relapse. About 10 days 
after admission he complained of pain over the lumbar spine ; 
this was more severe than the backache described by other 
patients and was not relieved by sedatives. After 15 days he 
was found to be developing a spastic paralysis in both legs and 
soon he was unable to walk. On examination the knee-jerks 
were R. + + +, L. + +, and the ankle-jerks were normal, 
Babinski’s sign was positive, and the abdominal reflexes were 
exaggerated. There was some skin hypersensitivity around the 
lower abdomen. He was now transferred to the general hospital. 
The Wassermann reaction was negative. Spinal puncture un- 
fortunately was unsuccessful owing to the rigidity of the back. 
The patient was examined by a surgeon, who could find no 
evidence of injury or disease Of the vertebra. A radiograph of 
the spine revealed no abnormality. He was discharged from 
the hospital on June 25. He was then able to walk very 
precariously with a pair of crutches and was invalided as 
permanently unfit. On Aug. 7 he returned to the hospital 
applying for a certificate of fitness for re-employment ; he was 
examined and found to be without any residual disability. This 
case was almost certainly a myelitis due to the relapsing-fever 
spirochaete ; it was a pity the case could not be proved by 
lumbar puncture. 

In view of the research carried out recently by French 
workers into the neurotropic character of the louse-borne 
Sp. recurrentis in rats, it is interesting to note that the 
central nervous system is affected more than other systems 
in the human body. Of our patients 90.65% complained of 
headache and 77.57% of severe backache in the thoracic 
and upper lumbar regions—i.e., over the spinal cord. Two 
cases suffered severe mental derangement, one resulting in 
death. One case of myelitis was almost certainly due to 
Sp. recurrentis. 


Deaths 
The death rate among all the cases of relapsing fever 
admitted during the epidemic was 1.11%. In the series of 
214 cases specially studied, five (2.34%) deaths occurred— 
one from an unrelated disease (infected amoebic abscess), 
two from bronchopneumonia complicating the relapsing 
fever, and two from relapsing fever. 


‘Treatment 

The 214 cases under special study were divided into two 
groups for the purpose of treatment. Group 1, consisting 
of 97 patients, were treated with an injection of 0.45, g. 
of N.A.B. intravenously immediately on admission—11 
(11.34%) suffered one relapse and no case relapsed a second 
time. 

As we were very short of N.A.B. at this time and the 
epidemic appeared to be mild we decided not to give the 
drug on admission, but to wait, as some authorities recom- 
mend, until the case relapsed. There were 117 cases in 


group 2; 75 (64.10%) of them relapsed. As soon as the . 


relapse was detected they were given 0.45 g. of N.A.B. 
Not only did this save the use of the drug in 35.9% of cases 
—those that did not relapse—but it demonstrated how 
effective the N.A.B. treatment had been in group 1, when 
only 11.34% of cases relapsed. 

All the cases in group 1 which relapsed received a further 
0.45 g. of N.A.B. ; none relapsed a second time. In group 
2 only one case relapsed a second time, and was treated with 
a further 0.45 g. of N.A.B.—thus demonstrating that the 
drug is more effective when used later in the disease. 

Few reactions followed the injections of N.A.B. ; some- 
times the patient’s temperature would be raised for 24 hours. 
No definite time interval was detected between giving the 


injection and the crisis. 
Another interesting point emerged during the course of 
treating the two groups: nine patients developed a marked 
jaundice. Three of these did not receive N.A.B. on admis- 
sion, as it was thought that it would be dangerous to give 
arsenic to patients whose liver was already damaged ; it 
was also believed that a dangerous crisis might be provoked. 
However, two of these three died. The remaining six 
received N.A.B. on admission and none of them died. 


Summary 


An epidemic of louse-borne relapsing fever, believed to be 
the first reported in Persia, is described. 

A detailed clinical description, demonstrating the mildness of 
the epidemic and the low death rate, is given. 

The effect of treatment with N.A.B. is quantitatively assessed. 


We wish to thank the Health Department for co-operation in this 
report, and in particular Mr. C. Brooking, chief health inspector, 
for the graph of the typhus epidemic, 1943. This paper is submitted 
by permission of the chief medical officer, Anglo-Iranian Oil Co., 


Abadan. 
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WHAT THE MEDICAL PRACTITIONER 
WANTS TO KNOW 


BY 


R. T. BEVAN, MB. B.Ch., D.P.H. 
(From the Department of Preventive Medicine, Welsh National 
School of Medicine) 


Readers of the British Medical Journal study with interest 
the section devoted to “ Any Questions?” In addition to 
the information to be obtained from individual questions 
and answers, it is felt that when they are viewed as a whole 
some indication is given of the problems which are upper- 
most in the minds of the medical profession. A classifica- 
tion of the questions would therefore be of interest and 
value, but this task was found more difficult than might be 
imagined. It is most unlikely that any two people would 


adopt the same subdivisions, and it is often doubtful into 


which of these a particular question fits. 

All the questions (2,018) published in 1943-6 were taken 
for analysis. Some questions required answers to more 
than one problem on the particular topic, but in order to 
prevent undue weighting of some subjects each question 
was counted once only and an endeavour was made to 
determine the main problem of the questioner. It some- 
times happened that both the treatment and the aetiology of 
a disease were asked for, but the doctor’s main concern 
seemed to be the treatment of his patient. 

In the first place it was found convenient to divide the 
questions into two main groups. Group A relates to specific 
diseases, whereas Group B includes the remaining questions 
belonging to the field of medical science generally. These 
may be classified as follows: 


Group A 


These questions can be further subdivided (Table I) to 
demonstrate the aspects of the subjects which are the main 
concern of the doctor. 


Taste I 
§ | 2 
Medicine .. és we 15 170 503 86 35 90 899 
Surgery 30 106 8 13 25 186: 
Midwifery and gynaecology | — 15 104 2 8 14 143 
Dermatology a At 1 9 | 142 6 3 4 165 
E.N.T. and eyes : 6 9 49 4 3 3 14 
Total 26 | 233 | 904 | 106 | 62 | 136 | 1,467 


The table shows quite clearly that the commonest 
problems are medical ones, and that treatment is the 
main concern. This is what one would expect, assuming 
that the bulk of the questions came from general practi- 


‘tioners. It is revealing that so much interest is centred on 


dermatology. 

Table II shows that the nervous system is the source of 
many of the medical problems ; in this subdivision there 
were 21 questions concerned mainly with epilepsy. It 
would seem that the preclinical and clinical student’s worry 
over the nervous system follows him after qualification, 
Conditions such as cerebral haemorrhage have been included. 
in the nervous system group, although it may well be argued 
that they would be more appropriate under the heading 
of the cardiovascular system: such are the difficulties of 
classificatior, which even international commissions have 


Group A Group B : 
Medicine we 999 Pharmacology 130 not surmounted. Into this group have been placed 
Midwifery and gynaecology .. 143 Forensic medicine .. as 69 questions on migraine (6), neuralgia (6), vertigo (5), and 
Dermatol 165 .. post-encephalitic Parkinsonism (3) ; these conditions have 
aaa Preclinical sciences |. |. 39 a psychological as well as an organic aspect. Psychological 
32 issues are also raised by questions in other groups, particu- 
moter larly in the “sex group,” but it would be confusing, and 
n oe ee ee 
Industrial medicine |: :: 19 largely guesswork, to try to give a comprehensive picture of 
.. the extent to which medico-psychological problems enter 
a into the queries not specifically classified above under 
“ ” 
mental diseases. 
TABLE II 
| | 22) 82 | 32) 22 | | 22 ele 
3 & Be is Es os 5 5 2 a 2 3 
| 53 Be | 58 | 38 | 
Nervous 3 7 | 18 | 1 | 6 | 101 
Cardiovascular system 2 4 3 2 1 89 
Allergy .. 1 7 1 | 31 1 | 1 1 48 
Aliment m 1 8 | 10 | 44 1 4 6 1 1 80 
Genito-urinary system 4 6 14 2 ~ 3 4 2 35 
Drug addiction, poisoning —' 7 ~ 1 5 — 13 
Rheumatism, arthritis 7 3 31 2 2 1 47 
Paediatrics ? 2 5 7 36 1 1 — 17 2 — — 4 _ —_— 1 16 
atology 1 8 2 6} 3 4 165 
Mental diseases 2 1 7 12 — 3 2 27 
Infectious diseases | 4 | 47 4 8 3 3 3 2 167 
Tuberculosis 1 4 1 3 2 3 2 5 1 44 
Venereal diseases 6 | AT 6 3 _ 1 7 3 1 3 48 
Sur, 2 5 7 | 35 2 1 3 1S 
Orthopaedic surgery 1 4 3 25 2 1 5 1 42 
Varicose veins, haemorrhoids — — 2 12 1 1 2|— 3}; — zt 
Cancer . 1 6 2 6 — | — — 2 1-}; — 24 
Obstetrics 2 RE 1 5 4 3 4 58 
Gynaecology 2 3 37 12 4 2 1 
Total .. 26 | 117 | 116 | 766 | 28 | 27 | 39 | 44 | 46 | 6 | 65 | 62 | 11 | 35 | 25 | 146? 
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An analysis of the 165 questions in the dermatology 
group is of interest: 


ous infiation 15 Excessive sweat 6 
Urticaria 9 Alopecia 
dermatitis 7 Scabies .. 4 
Proritus . 7 Other (miscellaneous and ill 

‘ defined conditions) 86 


Gecupational dermatitis 


It may well be that fungous infection of the skin heads 
the list because of its wartime frequency in the Services, 
particularly overseas. Most of the questions in this group 
are concerned with treatment. 

The tables show that there is an interest in the prevention 
of diseases: no fewer than 60 questions (Table II) sought 
information regarding specific methods of preventing infec- 
tious diseases. This also is probably due to the increased 
risk of such diseases in wartime and to the extensive pro- 
paganda on the subject. It would be of interest to know 
the proportion of such questions which came from medical 


' officers serving in the Armed Forces. 


Group B 

Anaesthetics play only a small part in the questions, 
owing no doubt to the increasing specialization in this 
branch of medicine. Heredity and eugenics form interest- 
ing groups—a total of 36 questions—reflecting, perhaps, an 
increased interest in this matter by the general public, which 
seeks guidance from the medical profession. Indeed, if a 
similar column were opened for questions from the general 
public the result might be revealing. 

The sex problems in Group B form a large subgroup, and 
even though wartime conditions may be partly responsible, 
especially for the questions on impotence, it is felt that the 
size of this subgroup is significant when one remembers how 
negligible was the instruction on this subject received by 
the student at his medical school. 


Sex Group 


ga problem of fertility .. 3 Frequency of coitus .. 5 
Sex educati 3 


on 
Masturbation and abnormal sex 
behaviour 


The subgroup of iil entitled “ pharmacology ” is 
a large one, and it must be stated that in some ways it is 
artificial, in that into it were placed any questions concern- 
ing drugs if at the same time a specific disease or clinical 
picture was not mentioned. As was to be expected during 
the period to which this analysis applies, the questions on 
sulphonamides and penicillin were numerous (33) in Group 
B, and in addition 55 questions are to be found in Table II 
relating to treatment of specific diseases—so that the grand 
total was 88. 

Out of a total of 2,018 questions 71 have been found 
impossible to classify into any definite subgroup. Some of 
these required information on the choice, care, and steril- 
ization of instruments. There were others relating to such 
diverse conditions as nail-biting, sea-sickness, doctors’ 
expectation of life, and the susceptibility of cows to 
rheumatic endocarditis. 


Analysis of the Questioners 


Having reviewed the questions, one wonders whether 
the questioners form a representative sample of the medical 


‘profession. They may, for example, be the more enthusi- 


astic practitioners, or, on the other hand, the less-well- 
informed doctors. The questions may come from the 
recently qualified or from the well established. The latter 
may feel a greater need for advice on recent advances in 
treatment. Again, are the questioners the isolated 
practitioners ? 


In an attempt to answer some of these problems informa- 
tion, entirely anonymous in character, was kindly supplied 
by the Editor of the British Medical Journal, and an analysis 


was made of the questioners from England and Wales 
during 1945. They were first grouped according to their 
date of qualification, giving the following results: 

Date of Date of 
Qualification No Qualification No. 

1910-19 63 


It was found impossible to relate these figures to any 


comparable ones giving the total number of practitioners,’ 


particularly since during the period under consideration 

many of the more recently qualified were in the Services. 
The localities of the questioners were studied in relation 

to the distribution of doctors as a whole. For convenience 


each questioner was placed in his or her B.M.A. division. — 


It will be remembered that these divisions were divided into 
three types—urban, mixed, and rural—for the purpose of 
recruitment to the Armed Forces. The results obtained are 


summarized in Table III. 


III 
Urban Mixed Rural 
Total no. of practitioners .. +e 11,777 8,913 1,497 
neral practitioners .. 7,202 1,044 
No. of questions per 1,000 practi- 16-8 17-7 26-7 © 
tioners ‘ 
72=75 0-05>P>0-02: significant 
No. of questions per 1,000 general 27°5 29-8 38-3 


practitioners 
#2=3-9 0:20>P>0-10; not significant. 


The proportion of the questioners who were actually in 
general practice is unknown, but, if it be assumed that all 
of them were, then while the figures show a tendency for 
rural general practitioners to submit questions more readily 
than their urban colleagues the differences are not greater 
than could have arisen by chance ; but when the questioners 
are related to the total number of registered doctors, then 
statistical tests show that doctors, whether general practi- 


tioners or not, are more likely to submit questions if they - 
live in rural areas than if they nr in more thickly — 


populated areas. 


This may well be due to their ciibiainis isolation and — 


the difficulty in obtaining assistance from colleagues and 
guidance from hospital centres. Four large provincial 


centres where there are medical schools (Birmingham, 


Cardiff, Bristol, and Liverpool) had a total of 1,746 practi- 
tioners, of whom 953 were general practitioners ; but they 


submitted only 20 questions, which represent rates of 11.4 


questions per 1,000 practitioners and 21.0 per 1,000 general 
practitioners. These rates, though not significantly lower 
than for those of urban areas as a whole, yet nevertheless 
favour the view that questions are not submitted so often 
when there are ample consultant and specialist facilities 


available locally. 
Conclusions 

The numerical value of the questions is a factor to be 
carefully considered, because some of the answers supply 
the requirements of large numbers of would-be questioners, 
and therefore do not need repetition, whereas others may 
be of interest only to the individual questioner. 

Why do people ask questions ? Is it because of the lack of 
knowledge ? If so it would seem that many changes are 
necessary in the curriculum at medical schools. The large 
number of questions relating to dermatology is in marked 
contrast to the rather minor part this subject plays in the 
prequalification period. It may, on the other hand, be 


desirable that there should be better facilities for the 
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treatment of resistant skin diseases by specialists in derma- 
tology. It would seem that sex problems and the method 
of immunization require additional stress either in student 
days or in postgraduate courses. , 

A number of questions relate to the treatment of condi- 
tions not normally seen in the wards of teaching hospitals— 
e.g., epilepsy, skin conditions, and Parkinson’s disease. 
Hospital experience in the treatment of these conditions is 
often to be obtained only as a house-physician or house- 
surgeon in out-patient departments. It may be that the 
student does not see enough of the routine work in out- 
patient departments, but rather looks upon the departments 
as places where typical clinical signs are demonstrated and 
where differential diagnosis is learnt. 

Questions may indicate excessive interest in certain aspects 
of medicine, but would it be correct to assume the converse? 
It is probably true to say that the average doctor takes little 
interest in statistics. “ General preventive measures against 
disease ” (46) is a small group compared with “ treatment 
of disease” (904). Is this as it should be? Or should 
medical schools stimulate a greater interest in the prevention 
of disease and the maintenance of positive health ? 

There is no doubt that large numbers of the questions 
are attempts by questioners to keep pace with the 
rapid growth of medical knowledge and methods. This is 
exemplified by the interest shown in sulphonamides and 
penicillin, which have come into their own during the 
period under review. Such questions reveal the need for 
postgraduate refresher courses. 

I wish to express my thanks for helpful criticism to Prof. R. M. F. 
Picken, Provost, Welsh National School of Medicine, at whose 
request this investigation was made; to the Editor of the British 


Medical Journal for information concerning the distribution of 
questioners; and to Dr. Lewis Faning for his statistical advice. 


BRODIE’S ABSCESS OF THE TIBIA 
ITS TREATMENT BY SURGERY, PENICILLIN, AND 
SULPHADIAZINE 


BY 
STANLEY SCOTT, M.B., F.R.C.S.Ed. 
Orthopaedic Surgeon, Ayr County Hospital 
AND 


- FRANK S. PRESTON, M.B., Ch.B. 
Orthopaedic House-surgeon, Ayr County Hospital 


Brodie’s abscess was first déscribed by Sir Benjamin Brodie 
in’ 1824. According to Muir it is “a local abscess of 
chronic nature usually situated in the metaphysis of a long 
bone. It is, as a rule, surrounded by dense bone and may 
give rise to external swelling. The contents of the space 
may be pus, but in very chronic cases are often a clear 
fluid, which may be sterile.” 

In all, some 342 cases of Brodie’s abscess have appeared 
in the literature. In 1906 Thompson described an abscess 
of the lower end of the tibia. This specimen is preserved 
in the Royal College of Surgeons in Edinburgh. The 
abscess has a capacity of some 500 ml., and the patient, 
a sailor, was reputed to drain the abscess from time to time 
by removing a wooden plug he kept in the sinus. It is 
recorded that he led an extremely active life. Thompson 
also reported 161 cases from the literature. In 1924 
Henderson and Simon reported 13 cases from the litera- 
ture. In 1928 Piquet and Cynau described 9 cases of 
Brodie’s abscess. In 1938 Wagner and Hanby reported 12 
cases. In 1945 Downey and Simon, in the United States, 
described 2 cases and reviewed most of the above. 

Site-——From the above cases the most common site for 
Brodie’s abscess would appear to be shared equally by the 


upper and lower end of the tibia. The next site, which is 
only half as common, is the lower end of the femur. The 
third commonest site is the humerus (position not Stated) 
followed by the upper end of the femur, the middle of the 
tibia, and the radius (position not stated). 


Aetiology 

Sex.—Brodie’s abscess occurs almost twice as often in 
males as in females, and in about 90% of the cases in which 
the age was mentioned it occurred below the age of 40. 

Trauma.—The fact that males are as a rule subject to a 
greater amount of trauma than females is significant. [t 
will also be noticed that Brodie’s abscess occurs during the 
age period of greatest physical activity. It also occurs 
commonly after compound commiauted fractures. 

Osteomyelitis ——Brodie’s abscess often follows acute 
osteomyelitis. In his series of 145 cases Thompson elicited 
a history of acute osteomyelitis in 122. It is noticeable 
that Brodie’s abscess frequently follows an acute osteo- 
myelitis which has passed into the chronic stage. This js 
becoming increasingly less common since the advent of 
chemotherapy and penicillin therapy. 

Acute Infections——Brodie’s abscess has been seen after 
acute infections—principally typhoid and paratyphoid 
fevers—otitis media, staphylococcal skin infections, and 


abscesses. 
Case History 


J. D., a miner aged 62, attended the out-patient department of 
Ayr County Hospital on March 19, 1947. He had been com- 
plaining for the past six weeks of an intense, continuous, deep- 
seated pain situated in the lower end of the left tibia. The pain, 
which was much worse at night, had gradually got more severe 
over these six weeks, and when seen the patient complained of 
feeling feverish at night, with marked malaise, anorexia, and 
vomiting. Two weeks before coming to hospital the left ankle 
began to swell, and the skin became red, glazed, and distended 
over both malleoli. These swellings were extremely painful, 
and the pain was continuous in character. 

There was a history of a compound fracture of the lower 
third of the left tibia and fibula some thirteen years previ- 
ously. This fracture had united, but there was considerable 
thickening of both the tibia and fibula at the junction of the 
middle and lower thirds. 

On examination gross swelling of the left ankle was seen, 
particularly over both malleoli, where two large abscesses 
were pointing; these were approximately 2} in. (6.25 cm.) in 
diameter, and appeared to be about to rupture. The whole 
swelling was extremely tender on palpation, particularly over 
the lower anterior aspect of the tibia. The slightest movement 
of the ankle-joint ‘caused excruciating pain. Lymphangitis was 
pronounced up to the level of the knee, and both the popliteal 
and the superficial inguinal groups of glands were enlarged and 
tender. 

Radiographic examination revealed an egg-shaped cavity of 
the lower third of the tibia, about 24 in. long vertically, by about 
1 in. (2.5 cm.) in breadth, and 1 in. in depth. There was a 
small bead-like pocket connecting with the lower aspect of the 
cavity ; this was about 1/4 in. (0.6 cm.) in diameter. The whole 
was surrounded by dense sclerotic bone. A diagnosis of 
Brodie’s abscess was made. The white-cell count was 22,000 
per c.mm. (90% polymorphonuclear leucocytes). The erythro- 
cyte sedimentation rate was 20 mm. and 45 mm. at one and two 
hours, respectively. 


Treatment 
At first the main object was to deal effectively with the super- 
ficial abscesses and to prevent their rupture and the formation 
of subsequent sinuses, as this would impede any operative 


treatment of the bone abscess itself. The superficial abscesses 


were therefore aspirated on March 19 by means of a wide-bore 
needle which was inserted through healthy skin on either side, 
and 35 ml. of thick yellow pus was taken from the medial 
abscess and 30 ml. of similar-looking pus from the lateral 
abscess. Sodium penicillin in a dosage of 50,000 i.u. was in- 
jected into each abscess after aspiration. The needles were 
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BRODIE’S ABSCESS OF THE TIBIA gy - 


then removed and the puncture wounds were sealed with col- 
jodium flexile. The ankle was lightly bandaged. The patient 
stated that the pain was greatly relieved. 

Bacteriological examination revealed numerous Gram-positive 


cocci and pus cells. On culture profuse colonies of Staphylo-— 


coccus aureus: pyogenes were obtained. These were found to 
be penicillin-sensitive. 

Aspiration of the abscesses was repeated, and the introduc- 
tion of similar amounts of penicillin was carried out on March 
21, 23, and 24. By the 25th the superficial abscesses were com- 
pletely healed except for slight discoloration of the skin and 
the needle-puncture marks. In addition to the above local 
treatment the patient had a course of sulphadiazine (2 g. fol- 
lowed by 1 g. four-hourly) together with three-hourly intra- 
muscular injections of sodium penicillin (20,000 i.u.); this 
parenteral treatment was started on March 19. 

On March 25 the administration of sulphadiazine was discon- 
tinued, the patient having had 30 g. The three-hourly admini- 
stration of sodium penicillin was now changed to penicillin in 
beeswax (Glaxo), as the patient was rather apprehensive regard- 


ing continuous three-hourly injections. The dosage was changed - 


to 60,000 iu. given in two 12-hourly doses. 


Operation 


On March 28, under nitrous oxide, oxygen, and “trilene ” 
anaesthesia, a 6-in. (15-cm.) curved incision was made vertically 
from the junction of the middle and lower thirds on the medial 
side of the leg to within 1/2 in. (1.25 cm.) above and behind 
the medial malleolus. The incision was made through healthy 
skin down to bone. The soft tissues were retracted and the 
tibia explored over its medial aspect ; the extent of the abscess 
was gauged and the bone saucerized over this area by means 
of a gouge. All bone chips were carefully preserved in warm 
normal saline. The lining membrane of the abscess cavity was 
soon exposed ; this was found to be dark grey in colour. After 
exposure of the membrane all further bone chips removed were 
discarded. The abscess was now fully laid open along its 
whole length, and the grey pus which formed its contents was 
removed and retained for examination. The lining membrane 
was carefully curetted with a Volkmann’s spoon ‘and all debris 
removed. The cavity was then packed with the previously 
preserved bone chips. 

An ordinary wide-bore intravenous needle was introduced 
into the cavity, the base of the needle being sutured to the 
wound edges, which were closed by means of interrupted silk- 
worm-gut sutures. The dressing was arranged so that the base 
of the needle would protrude through the dressing without 
interference with the wound itself, thereby enabling three- 
hourly injections of penicillin to be carried out. Bacteriological 
examination of the pus from the bone abscess revealed 
numerous Gram-positive cocci, which on culture gave profuse 
colonies of Staph. aureus pyogenes. 


Subsequent Progress 

The patient’s condition after operation was extremely good. 
Sodium penicillin (30,000 i.u. three-hourly) was injected into 
the bone cavity. This was painful, but the pain passed off after 
two days. At first there was a tendency for the needle to 
become blocked with clotted blood, but this was countered by 
inserting a sterilized stylet before the injection of penicillin. 
The patient continued to have 60,000 i.u. of penicillin in bees- 
wax twice daily by the intramuscular route. All local pain 
disappeared after three days, the patient felt extremely well, 
and he moved his ankle-joint freely. On April 4 penicillin was 
discontinued. The needle was removed, also alternate sutures. 
The wound was satisfactory. On April 7 all sutures were 
removed ; the wound appeared to be very healthy, and there 
was no evidence of wound infection. 
_Radiological examination on April 9 and 15 showed con- 
siderable and increasing bony union between the tibia and the 
bone chips. The patient was discharged from hospital on April 
19, feeling in the best of health and walking with the aid of two 
sticks, He reported to the orthopaedic clinic on May 7, walk- 
ing with a slight limp and using only one stick. Radiological 
examination showed further bony union between the chips and 
the tibia. The abscess cavity was being gradually obliterated 
by new bone formation. The patient returned on June 6, and 


was walking extremely well without a stick. ‘He said that he 
had no discomfort in walking five miles and was keen to resume 
work. He was in excellent health and had absolutely no dis- 
ability. He was advised to report in a month. On July 7 
radiological examination revealed almost complete oblitera- 
tion of the abscess cavity. The patient said that he was in 
perfect health and thought of returning to work. He could 
now walk an unlimited distance and had no limp. Ankle move- 
ments were full and painless. 


Dosages of Sulphadiazine and Penicillin 
1. Sulphadiazine (March 19-24), 30 g. : 
2. Penicillin (sodium): (a) Locally to superficial abscesses 
March 19-24), 400,000 i.u. (b) Intramuscular (March 19-24), 
,000 iu. (c) Direct to abscess (March 28-April 4 


1,680,000 i.u. 
3. Penicillin (beeswax) (March 25-April 4), 1,200,000 i.u. 
Total penicillin administered, 4,080,000 i.u. 


Summary and Conclusions 

A successful method of dealing with Brodie’s abscess of the 
tibia by means of surgery, sulphonamides, and penicillin. is 
detailed. 

Cavities in the shaft of the tibia are notoriously difficult to 
deal with if an aesthetically satisfactory result is to be obtained, 

By the method suggested, obliteration of the bone cavity is 
secured, with first-intention healing of the wound and retention 
of the shape and symmetry of the limb. 


Medical Memoranda 


Folic Acid Therapy in Coeliac Disease 


The following case of coeliac disease may be of interest because 
of the rare macrocytic anaemia present and its rapid response 
to folic acid therapy. 

Case History 

The patient, a small girl of 10, was admitted to hospital on 
Aug. 21, 1947, with a history of vomiting and diarrhoea with loss 
of weight for the past three years. The motions were described 
as being large and white on occasion. She had been in hospital 
earlier in the year, and when she was discharged the stools were 
normal and she was gaining weight. 

On admittance the child was apathetic and miserable. She was 
markedly anaemic and emaciated. The abdomen was protuberant, 
and the buttocks and thighs particularly were wasted. The motions 
were large, formed, pale, and offensive. A blood count on Aug. 21 
showed: haemoglobin, 16%; red cells, 550,000 per c.mm.; colour 
index, 1.5; white cells, 5,000 per c.mm. Blood film: macrocytosis, 
anisocytosis, and poikilocytosis all pronounced; several megalo- 
blasts and normoblasts present. ; 

- After treatment with 2 ml. of liver extract intramuscularly and 
two-tablets (10 mg.) of folic acid (“ folvite ”) daily, combined with 
supplementary vitamins and but little dietetic restriction of fat, the 
haemoglobin rose to 27% in two days, and since then has risen 
steadily. There was also a steady gain in weight, as the following 


figures show. 

Date Haemoglobin Weight 
21/8/47 2 st. 12% Ib. (18-48 kg.) 
2 st. 13 Ib. (18°99 ke.) 
8/9 0% 3 st. 14 Ib, 19-73 
15/9/47 3 st.2 Ib. (19-96 kg. 
10/10/47 3 st. 74 Ib. 
20/10/47 |. 74%, 3 st. 74 Ib. (22-45 kg. 
4/11/47: st. 8 Ib. (22-68 kg. 


' The stools are normal in appearance and number, the abdominal 
distension has disappeared, and the patient’s appearance is that of a 
healthy normal child. 

A megalocytic hyperchromic type of anaemia is rare in 
coeliac disease, but has been noted to occur in cases that con- 
tinue into adult life. In these cases the anaemia responds 
rapidly to folic acid treatment as it does in the sprue syndrome 
in adults. 


My thanks are due to Dr. T. A. Kean for permission to publish 
this case. 


Laura THOMPSON, M.B., D.C.H. 
Mater Infirmorum Hospital, Belfast. 
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ARTHRITIS AND RHEUMATISM 

Diseases of the Joints and Rheumatism. A Book for Students 

and Practitioners. By Kenneth Stone, D.M., M.R.C.P. (Pp. 362; 

fully illustrated, 16 coloured plates. 30s.) London: William 

Heinemann Medical Books. 1947. 

This well-produced and rather important book is hard to review. 
It is not a textbook, although it is labelled as such, for in parts 
the author is far too speculative ; yet it is not a monograph 
designed to convey his ideas on certain aspects of a difficult 
subject, for he covers the whole field. Perhaps its keynote 
may be described as “academic.” The first chapter on classifi- 
cation, for instance, is also an essay on etymology ; and most 
of Book II comprises an ingenious but unorthodox hypothesis 
whereby the author shows that muscular rheumatism may be 
due to imbalance of the autonomic nervous system. In the 
last chapter he makes a determined effort to change the descrip- 
tive term “ sciatica” to “ Cotugno’s disease” in honour of the 
eighteenth-century Neapolitan physician who first wrote on 
metvous sciatica. 

The chapters on anatomy and pathology are among the best 
in the book, and those on “How to Examine Joints” and 
“Rest and Movement” are also welcome. The author gives 
a good account of rheumatoid arthritis in which his belief in 
its virus aetiology is manifest. However, he does not mention 
certain useful though possibly minor therapeutic measures such 
as transfusions and insulin, and omits reference to modern work 
on muscle biopsy in this condition. There is also no reference 
to the value or otherwise of intra-articular injection of lactic 
acid and kindred substances in the treatment of osteoarthritis, 
which he otherwise discusses fully. An excellent innovation is 
a chapter on painful joints in children, where he includes 
important discussions on tuberculosis, congenital deformities, 
syphilis, and haemophilia. He describes well spondylosis, 
spondylitis, and tuberculosis in a chapter on “ Diseases of 
the Spine.” When discussing gout, however, he does not show 
the same individual approach as in the previous chapters, and 
one gets the impression that he has taken less interest in this 
disease and its treatment. He considers fibrositis only in the 
penultimate chapter, which includes a paragraph on the impor- 
tant experimental type in animals reported by Mervyn Gordon 
to be caused by virus. In discussing fibrositic nodules he 
accepts the existence of those of fibrotic type such as were 
originally described by Stockman, as well as the possibility 
that localized muscle spasm may be responsible for other types. 
He does not mention recent work on those which have been 
found in association with the deep fibro-fatty tissues (‘‘ fatty 
hernia”). 

The historical introduction to each chapter is welcome and 
interesting, but it is noticeable that there are very few references 
to work published since 1942. It is also somewhat irritating 
to find that only about half the authors quoted are distinguished 
by initials.. Throughout the book the descriptions applicable 
to the various categories of rheumatic diseases are adequate and 
clear, and there is a short but valuable chapter on chronic 
ligamentous strain ; he includes there an account. of the com- 
mon postural defects of childhood which lead to so much 
trouble in later life. The illustrations are beautifully repro- 
duced and the format of the book is pleasing. 

W. S. C. COoPEMAN. 


THE FIRST M.O.H. 


Duncan of Liverpool. Being an Account of the Work of 
Dr. W. H. Duncan, Medical Officer of Health of Liverpool 
1847-63. By W. M. Frazer, M.D., D.P.H. (Pp. 163; illustrated. 
8s. 6d.) London: Hamish Hamilton Medical Books. 1947. 
Dr. Duncan, as a general practitioner, saw Liverpool during 
its expansion to a prosperous port, when its population was 
swollen by thousands of labourers imported for dock con- 
struction. He liked little that he saw in his daily round of 
visitation. His patients lived in “court” houses, cellar dwell- 
ings, and overcrowded common lodging-houses wanting all 
but the most primitive sanitary arrangements and reached by 
narrow insanitary roads where sewers and scavenging were 
alike unknown. Their children were schooled in cellars. 


Amidst appalling poverty, more appalling habits of living, and 
orgies of the basest description, with three-quarters of a million 
persons living per square mile in the worst parts of the town 
with 40,000 of the total quarter-million persons in stagnant 
cellars and 55,000 in airless courts, he watched typhus and 
typhoid carry off thousands to the overcrowded cemeteries, 


where graves were emptied of their contents to make way for 


fresh arrivals. 

This and much more Duncan told in outspoken addresses to 
the town council and the Literary and Philosophical Society 
of Liverpool. He made his outstanding contribution in 1843 
under the title of “ The Physical Causes of the High Rate of 
Mortality in Liverpool,” where he quoted Farr’s mortality 
figures—for example, an infant mortality of 229 and an 
expectation of life, when averaged with Manchester, Leeds, 
and Bolton, of 19 years. There is little doubt that his fear- 
less exposition of these horrible conditions did much to rouse 
the Liverpool citizens to a sense of danger and was largely 
responsible for the promotion of the private Bill (to become 
the Liverpool Sanitary Act, 1846) which preceded by two years 


the first great public health statute and created the first staty- 


tory post of medical officer of health. Duncan, then 42 years 
of age, almost as a maiter of course filled this position, and 
his sixteen years of service are a model to all medical officers 
of health. An account of them shows how difficult must then 
have been the lot of the pioneer. forced to contend with circum- 
stances probably worse than anything which could be imagined 
to-day, without staff other than his colleague the inspector of 
nuisances. 

Virtually single-handed he strove to limit the disastrous 
cholera outbreaks which began in 1849, when over 5,000 
people succumbed in the year. His explanation of the 
scourges and pestilences which ravaged his diocese was 
wrong by modern knowledge, for he blamed the vitiation of 
the atmosphere by poisonous emanations, and he had no under- 
standing as we have to-day of the importance of personal 
hygiene. Yet his hypothesis was sufficiently near the truth 
to ensure success, and his efforts brought to what he had called 
“the most unhealthy town in England ” the distinction of being 
a “leader and pioneer in the sphere of sanitation.” All those 
interested in the pioneer efforts of this great humanitarian, 
whose strong sympathies for the downtrodden poor fathered 
the British public health service, should read Prof. Frazer’s 
Duncan of Liverpool. It is a good book, entertaining to read, 
and most opportunely celebrating a notable centenary. 

C. FRASER BROCKINGTON. 


SURGICAL PATHOLOGY 

Surgical Pathology. By William Boyd, M.D., Dipl. Psychiat., 

F.R.C.P., F.R.C.S. Sixth edition. (Pp. 858; 530 illustrations, 

including 22 colour figures. 50s.) Philadelphia and London: 

W. B. Saunders Company. 1947. 
“ Surgical ” pathology is of course not a science but only an 
arbitrary selection of those parts of pathology that a particular 
author considers to be of ‘practical interest to surgeons. The 
selection of what is “surgical” from pathology in general 
is, like an anthology, essentially personal, temporary, and 
debatable, and all books on “surgical” pathology are there- 
fore open to criticism on these grounds. Boyd’s selection 
emphasizes gross and microscopical morbid anatomy, and 
contains adequate descriptions and illustrations of most of 
the lesions removed or explored by surgeons. To this extent 
his book will, like others of its kind, serve to make young 
surgeons more attentive to pathology and will help them to 
recognize most of the ordinary diseases that they encounter. 
Most of the 530 illustrations show plainly what is intended, 
though in only a few of the 22 coloured figures does the colour 
help our understanding. The photomicrographs are clear and 
their magnifications are given. The book is beautifully 
produced. 

There are, however, some serious omissions. It contains 
nothing about toxaemia and its effects, fever, immunity, the 
general results of haemorrhage, the regeneration of _blood, 
anhydraemia, or the mechanism of oedema, all of which are 
pathological topics surely of fundamental interest to surgeons; 
and, while the author promises in the preface a chapter on 
surgical bacteriology and directions for the collection of patho- 
logical material, these promises are not fulfilled. The text 
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contains so many statements open to criticism that not a few 


pathologists will doubt whether the book is a sound guide fora . 


young surgeon. For example, the account of the discovery 
of carcinogeric hydrocarbons is incorrect in many particu- 
Jars ; so also is that of hydatid disease. The account of bone 
resorption is a muddled mixture of halisteresis, osteoclasis, and 
Leriche and Policard’s erroneous hypothesis. The three pages 
devoted to “status lymphaticus” contain some extraordinary 
statements. “Cell-rests ” figure largely as the source of ovarian 


tumours; and the usual antiquated views about teratomas are. 


promulgated. The author describes rodent ulcer as “one 
form of squamous-celled carcinoma,” and omits discussion of 
adamantinoma from the chapter on tumours and includes it 
in that on cysts. He states that branchial cysts arise “ from 
remnants of the thymic duct,” and designates both carotid- 
body tumours and argentaffin carcinomas of the bowel as 
“chromaffinomas.” Ganglioneuroma is said to arise “from 
mature nerve ganglion cells.” 

“ All the malignant tumors [of the testis] cause the excretion 
of excessive amounts of gonadotropic hormone.” ‘“ The thymus 
is never found in a normal condition in persons who have died 
from disease.” In the developing nervous system “the medul- 
lary epithelium gives rise to two main types of cells, the 
spongioblast and the germ cell. . . . The germ cell gives rise 
to two types of cell, the neuroblast and the medulloblast,” and 
“the medulloblast . . . gives rise to an adult type of neuro- 
glial cell known as oligodendroglia.” Adult bone cells “are 
end-products incapable of proliferating.” In osteoclastomas 
“predominance of the fusiform cells indicates quiescence of 
the growth and a tendency to healing”; myeloid epulis is an 
“odontoclastoma”; and of the giant-cell tumours of tendon 
sheaths, “the calcified structures with the removal of which 
they are concerned are the sesamoid bones.” Anti-teleologists 
may pass as figurative “the defensive fibrosis” around cancer- 
ous lymphatics, and the statement that in regenerating nerve 
“the axis cylinder -grows out as a bulbous process in search 
of the missing distal end”; but they will object to being told 
that in inflammation “ the fibrin endeavours to limit the process 
by attempting to shut off the inflamed area.” “The sword 
of Damocles continually suspended over his [the patient's] 
head” seems anatomically scarcely the right metaphor for the 
tuberculous epididymis. Proper names which are misspelt 
include those of Hansemann, Casoni, Géméri, Kiimmell, and 
Jonathan Hutchinson. 
; Rupert A. WILLIs. 


GENERAL ANAESTHESIA 


Essentials of General Anaesthesia. By R. R. Macintosh, D.M., 

F.R.C.S.Ed., D.A., and Freda Bannister, M.D., D.A. Fourth 

edition. Illustrated by Miss M. C. McLarty. (Pp. 358; 244 

figures. 30s.) Oxford: Blackwell Scientific Publications. 1947. 
The fourth edition of this well-known book remains substan- 
tially the same as the third. The authors have rewritten 
the chapter on endotracheal anaesthesia and it is now excellent. 
They give more information on intravenous methods of 
administration, and include a short chapter on trichlorethylene. 
We regret that in revising the book they have not taken the 
opportunity to insert the official names of drugs instead of 
their proprietary titles, such as “avertin,” “evipan,” and 
“pentothal.” The terminology is not always uniform; for 
example, the term analgesia is used often correctly but some- 
times as though it were synonymous with anaesthesia. 

The book retains its original character of being an admirable 
introduction to general anaesthesia, with dental aspects con- 
sidered in great detail. It is unsuitable for the medical student, 
however, since it lacks practical advice on the management of 
anaesthesia in common operations. It is rather surprising that 
no mention is made of curare or other specific relaxants of 
muscle. 

C. LANGTON HEWER. 


An Atlas of Dental Histology, by Edgar B. Manley and Edward B. “ 


Brain (Blackwell Scientific Publications, Oxford, 12s. 6d.), is a concise 
and well-illustrated book intended primarily for students; the prac- 
titioner or research worker will also find it useful to refresh his 
memory of normal appearances. The book is divided into two 
sections, the first containing excellent’ photomicrographs of normal 
dental tissues with explanatory notes, the second devoted to histo- 
logical technique. This is a short but excellent book. 


~ BOOKS RECEIVED 
[Review is not precluded by notice here of books recently received] 


Manual of Medical Parasitology. By C. Courson Zeliff, M.S., 
Ph.D. (Pp. 153. $3.75.) Pennsylvania: State College. 1947. 


A summarized account, with illustrations, of rfarasites that infest 
man. 


Children’s Eye Nursing. By J. H. Doggart, M.A., M.D., F.R.CS. 
(Pp. 135. 8s. 6d.) London: Henry Kimpton. 1948. 


A manual for nurses. 


Anatomical Pattern as the Essential Basis of Sensory Dise 
crimination. By Prof. W. E. le Gros Clark, F.R.S., F.R.CS. 
(Pp. 16. 1s.) Oxford: Blackwell Publications. 1947. 


The 49th Robert Boyle Lecture. 


The Foot and Ankle. By Philip Lewin, M.D., F.A.C.S. 3rd ed. 
(Pp. 847. 55s.) London: Henry Kimpton. 1947, 


The diagnosis and treatment of diseases and detormities are described 
with many illustrations. 


Die Pathologie des Stammhirns. Wolfgang H. Veil and Alexander 
——. (Pp No price.) Jena: Verlag von Gustav Fischer. 


The author investigates the relation of certain diseases to injury to 
the hypothalamus. 


Anales de la Catedra de Clinica, Medica. By E..S. Mazzei. 
Vol. I (1946). (Pp. 367. No price.) Buenos Aires: Editor 
“El Ateneo.” 1947., 


The greater part comprises a rumber of papers on pulmonary 


embolism 


Grundbegriffe der Inneren Medizin. By Professor Dr. med. 
Fw gp (Pp. 287. No price.) Jena: Verlag von Gustav 
ischer. 


An introductory textbook of medicine for medica} students. 

For the Parents of a Mongoi Child. (Pp. 20. No price.) Issued 
by Sunfield Children’s Homes. Clent. 1946. 

A pamphlet to help parents in the bringing-up of-a mongol child. 
Parents’ Questions. By the Staff of the Child Study Association 
of America. (Pp. 286. 10s. 6d.) London: Victor Gollancz. 1947. 
Answers over 200 questions that parents commonly ask about 
bringing up their children. 

Happiness and Our Instincts. By R. D. Lawrence, M.A., M.D., 
F.R.C.P. (Pp. 71. 4s. 6d.) London: C. and J. Temple. 1948. 
An essay on human desires and needs. 

The First Baby. Gwen Barton, B.Sc., M.R.CS., L.R.C.P. (Pp. 82. 
4s. 6d.) London: William Heinemann. 1948. 

A manual of instructions for the laywoman. 


(Pp. 104. 7s. 6d.) London: Skeffington. 1948. 

A discussion of the specific methods and purposes of prayer. 
Burning Gold. By Robert Hardy Andrews. (Pp. 383. 12s. 6d.) 
London: Hurst and Blackett. 1948. : 

A novel of a doctor in an eighteenth-century setting of piracy. 
Les Dértvations Précordiales. By L. Deglaude et al. (Pp. 143. 
No price.) Paris: J. B. Baillitre. 1947. 

An account of electrocardiography with precordial leads 

Die Lungentuberkulose Beim Erwachsenen. By Dr. Hermann 


Weber. (Pp. 417. 75 Swiss francs.) Vienna: Verlag Wilhelm 
Maudrich. 1948. 


A general clinical account of pulmonary tuberculosis. 

Child Guidance. By William Moodie, M.D., F.R.C.P., D.P.M 
(Pp. 48. 4s. 6d.) London: Cassell. 1947, 
A short account for the general practitioner 


Vegetarian Recipes. By Ivan Baker. (Pp. 83 1s. 6d.) Man- 


chester: The Vegetarian Society. 1947. 
A collection of focd recipes for vegetarians 


Your Life Through By Stella Terrill Mann. 
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THE DEBATE ON THE ACT 


The Government took an unprecedented course in 
arranging for a debate in the House of Commons to 
approve the provisions of an Act passed in 1946. The debate 
was obviously timed to take place before the end of the 
plebiscite, with a view, no doubt, to influencing those 
mcdical men who have not yet returned their forms. As 
the Manchester Guardian put it: “The Government and 
the Labour Party are more upset by the attitude of the 
British Medical Association to the National Health Service 
Act than, by any campaign conducted by any other organiz- 
ation against provisions of Labour legislation introduced 
during this Parliament.” Mr. Bevan’s colleagues have 
hastened to give him support. The Minister of Defence’s 
attack on the doctors was followed by some disturbing 
observations by the Chancellor of the Exchequer, Sir 
Stafford Cripps, on Feb. 7. “There is,” he said, “a 
dangerous spirit abroad among certain groups who seem 
to think their own interests and opinions ought to overrule 
the decisions of the nation. Such an attitude appears to 
be adopted by the leaders of the doctors at this moment, 
and it is a very unfortunate attitude because it strikes at 
the very root of democracy.” In our correspondence 
columns this week Mr. Reginald Payne draws attention 
to what Sir Stafford Cripps’s ideas of democracy are. We 
note in particular this statement : “It would probably be 
better and more conducive to the general peace and wel- 
fare of the country for the Socialist Government to make 
itself temporarily into a dictatorship until the matter could 
again be put to the test at the polls.” These were the 
words of Sir Stafford Cripps in a volume of essays called 
Problems of a Socialist Government, and now we find 
his observations as Chancellor of the Exchequer on the 
doctors last week immediately followed by this sentence : 
“It is essential that we should get a general agreement 
among our people to act on sound economic lines ; the 
alternative is likely to prove to be some form of totali- 
tarian Government.” And he goes on: “ This deplorable 
development, so contrary to our national character, is one 
that the present Government will use every endeavour to 
prevent—as it can be prevented if wise action is taken.” 
This was a threatening prelude to the debate on Monday 
of this week, especially as Mr. Bevan had previously 
asserted the right of the medical profession to make vocal 
its individual and collective opposition to the Act, and the 


Act itself gives the medical man the right not to enter the . 


National Health Service. 
Mr. Bevan, opening the debate for the Government, 


continued to show the intransigent mood in which he 
met the Negotiating Committee on Dec. 2. He said that 
during the past eighteen months there had been in various 


papers a spate of propaganda misrepresenting the facts of 
the National Health Service Act. There had, he asserted, 
been a campaign of personal abuse by a small body of 
persons who did not really represent the doctors of this 
country. He accused the B.M.A. of having failed to inform 
the medical profession of the facts of the National Health 
Service Act, and made a vicious attack upon what he 
described as “a small body of politically poisoned people ” 
who had decided ‘to oppose the Act. He said that the 
matter had been obscured by a smoke of personal mis- 
representation, and that when he met the Negotiating Com- 
mittee he was presented with a printed circular rejecting 
every important provision in the Act. He was dealing 
with a body offering wholesale resistance to the implemen- 
tation of an Act of Parliament. “It looks,” Mr. Bevan 
said, “like a squalid political conspiracy.” He referred 
also to “ organized sabotage,” and accused the B.M.A. of 
exceeding its just constitutional limitations. 

It is difficult to reconcile this fierce and unjust attack 
on the Negotiating Committee and the B.M.A. with 
Mr. Bevan’s remark in the speech that he was desperately 
anxious to get doctors into the scheme harmoniously and 
enthusiastically. Mr. Bevan’s accusation of misrepresen- 
tation is unfounded. The contents of the Bill and then 
of the Act have been fully described in this Journal, and 
we published in December last, as well as the statement of 
the Negotiating Committee, the Minister’s two-part reply 
to it. Indeed the B.M.A. issued both these documents to 
every doctor in the country. The medical profession has 
been given the fullest opportunity for understanding 
exactly what is in the Act, and was informed of Mr. Bevan’s 
financial proposals put before the Negotiating Committee 
on Dec. 3. The assertion that he is the victim of “a squalid 
political conspiracy ” and that the profession is being mis- 
led by a small clique in the B.M.A. is complete nonsense. 
As he will probably not believe any assertion on our part 
that the B.M.A. is organized on sound democratic lines, 
we may give him the evidence of Sidney and Beatrice Webb 
in their Fabian report on professional associations.' “ The 
British Medical Association,” the Webbs stated, “ is, alike 
in- its constitution and in its functions, one of the most 
highly developed and most efficient of all British pro- 
fessional organizations. . . .” In 1902 “a complicated con- 
stitution was adopted including all the devices of advanced 
democracy ; not only a carefully devised representative 
body and an elaborately constituted Executive Council, but 
also provision for the Referendum, the Initiative, and the 
Recall. The supreme body is now the representative meet- 
ing... .” It is necessary to state again that the Repre- 
sentative Body is the policy-making organ of the British 
Medical Association and that the function of the Council 
is to execute the policy it lays down. 

Although Mr. Bevan wants the enthusiastic and har- 
monious co-operation of the medical profession he still 
refuses to go even half-way to meet their wishes. He 
asserted that the ownership of goodwill—referring to this 


as “patients to be bought and sold ”"—was “a blot upon | 


our medical system.” He again defended the universal 
small basic salary as providing an opportunity for young 
1 New Statesman, Special Suppt. on Professional Organizations, April 21, 1917, 9. 
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‘doctors to live decently while establishing practice. He 


argued that it was constitutionally impossible to give 
doctors the right of appeal against dismissal from the Ser- 
vice, and in this, it may be noted, he was supported by the 
speaker for the Opposition, Mr. R. A. Butler. On partner- 
ship agreements, he said that with the help of the Lord 
Chancellor and the Attorney General he was setting up a 
Committee to look into the question and was prepared to 
have an amending Bill on this. This is a concession he has 
made, and it was a pity that he missed the opportunity 
of making it when he met the Negotiating Committee in 
December. Mr. Bevan claimed that there had been a long: 
series of concessions on his part and not one on the part 
of the medical profession. In saying this he ignores the 
fact that the medical profession has made two large con- 
cessions by agreeing to take part in a public medical ser- 
vice open to the whole community, and in agreeing to the: 
operation of a State hospital service. 

In speaking for the Opposition Mr. Butler stressed that: 
the main issue of the controversy was not on financial terms: 
“If the doctors stay out it will be due to conscience ” ; 
and he added later, “ You cannot nationalize conscience.” 
The Minister, Mr. Butler said, was misleading the country 
and was approaching July 5 without the co-operation of 
the medical profession. That things had been allowed to 
drift so far was another example of the incompetent 
administration of the present Government. He ended by 
pleading for good will, tolerance, and common sense. 

The results of the plebiscite will soon show whether or 
not collective opposition is to be offered to the Act in its 
present form. If the Noes are in the sufficient majority 
the organized medical profession will have a duty to offer 
such opposition. If Mr. Bevan chooses to call this sabotage 
he might reflect upon this Fabian advice given by Sidney 
and Beatrice Webb. What they describe as the most 
important function of all professional organizations is 
this: “ This is the function of independent, authoritative 
criticism of the Government of the State, alike in its 
central and its local administration, and of responsible 
advice both to the Legislature and the Executive, on 
matters in which the profession has special competence. 
One of the gravest drawbacks of the bureaucratic adminis- 
tration which is involved in all enterprise on a large scale, 
and therefore especially in Government and in Consumers’ 
Co-operative Societies, is the immunity from expert criti- 
cism which is now secured by official secretiveness and 
departmental discipline, and the practical monopoly of 
access to the mind of the Minister or governing committee 
possessed by the departmental chiefs. We know of no 
effective organ of criticism except that which might be 
afforded by professional organization.” 

As the main professional organization of the ‘medical 
profession the B.M.A. will continue to voice authoritative 
criticism of the Act and continue to oppose it in its present 
form if the profession by its vote instructs it to do so. 
What Mr. David Eccles described in the debate as “ the 
British experiment to combine national planning with indi- 
vidual freedom” is not being helped to a successful con- 
clusion by the present Minister of Health. 


ATOMIC ENERGY AND INDUSTRIAL. 
HAZARD 


Although the original Smyth report on atomic energy* 
provided much information on the more picturesque side 
of industrial health services within the Manhattan Project, 
little was said at the time about the large amount of 
physical and biological research which lay behind the 
routine precautions established. We were told of pocket 
radiation meters shaped like fountain-pens, of a device 
known as “ Sneezy” which measured the concentration of 
radioactive dust in the air, and of exit gate alarms which 
would call attention to passing contamination. Also, and 
in the interval, the recording instruments designed for use 
in British atomic energy establishments have been exhi- 
bited.2 On the other hand, there has until very recently 
been a general lack of information regarding the biological 
basis of the safety standards adopted, although research 
directed towards the generation of useful energy from 
nuclear sources is already proceeding, and some’ sup- 
plementing of wartime biological researches is clearly . 
desirable. The recently published report for 1946 of the 
Chief Inspector of Factories repeats the accepted statement 
that the complete enclosure of processes for the chemical 
separation of radioactive substances musi be accepted as 
necessary, and it has been earlier indicated that such pro- 
cesses will be carried out where required by the Atomic 
Energy Establishment. But on the wider medical and 
radiological questions which must also have been receiving 
consideration little information has ‘been allowed to emerge, 
apart from such reports as have lately been published of 
detailed, mostly wartime investigations in the United 
States. 

There appear to be three main sources of potential 
danger. The first is the effect of long periods of whole- 
body exposure to various types of irradiation. This is a 
subject, as Dr. R. S. Stone pointed out in summing up a 
symposium lately held by the Radiological Society of 
North America,* on which previous information has been 
very limited. The second risk is the accidental ingestion 
of minute quantities of radioactive substances of long life 
with effects similar to those known already to be produced 
by radium. This is a new problem only in the sense that 
the absorption pattern for each radio-element must be dif- 
ferent in some degree from that of all others, and there- 
fore a large volume of detailed investigation has been 
necessary. It was to these two probléms, and mainly the 
first, that the reports comprising the symposium already 
mentioned were devoted. The third risk, about which little 
information has so far been published, is a combination 
of these two. It is evident that if the radioactive substance 
ingested is either uranium or plutonium, the atoms of which 
may be Split by exposure to slow neutrons, as in the normal 
working of a nuclear pile,* then subsequent exposure of 
the body to slow neutron irradiation may produce internal 
effects of a special character. This is equivalent to the 
statement that the sum of the first two risks may be more 


1 Atomic oy 5 1945, p. 90, H.M.S 

a 1 

4 Chadwick, J., British Medical Journal, 1947, 1, 263 
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than simply additive.  sainst all these possibilities routine 
precautions can be and have been taken, and in relation 
both to the urgency of wartime work and to the 
total number of personnel employed the two fatal cases 
which have been mentioned in the U.S.A. must be 
judged to represent an extremely high standard of indus- 
trial medicine. The reports now to be examined represent 
' part of the contribution of biological and medical research 
to this result. : 

The normal working of a nuclear pile, as Dr. Stone has 
reminded us, “ produces recoil nuclei, alpha rays, beta 
particles, fast neutrons, and gamma rays in intensities 
never before dreamed probable or possible.” Beginning 
with the most familiar of the many types of radiation 
studied, Bloom’ concludes that the alleged stimulating 
effect of sufficiently small doses of x rays can now be 
dismissed as legendary. In the related case of gamma 
radiation the most important practical conclusion from a 
long series of experiments by Lorenz and others® at the 
National Cancer Institute, with mice, guinea-pigs, and 
rabbits as their test material, is that no satisfactory bio- 
logical test of early damage is yet available. “The blood 
picture,” Lorenz states, “is of little value in detecting 
damage. Carcinogenic action and sterility effects dominate 
the picture of radiation injury.” As applied to human 
beings the latter statement might perhaps still be queried 
on the score of insufficient evidence. In the meantime it 
is of biological interest at least that damage to the ovaries 
of mice should be irreversible’ and cumulative, whereas 
that to testes is “ reversible and cumulative only to a certain 
degree.” And on the main issue of the non-reliability of 
haematological effects for early diagnosis Jacobsen and 
Marks’ are in agreement. In those liable to repeated 
exposure any departure from the normal should, they 
consider, be interpreted as “ serious.” 

A wider survey by Prosser and others*® at the Metallurgi- 
cal (better known as the Argonne) Laboratory, Chicago, 
leads to the at first sight comforting conclusion that “ every 
kind of ionizing radiation is similar in its clinical action, 
whether penetrating external radiation or internal radiation 
from deposited material.” The only exception is external 
radiation with beta particles—that is, electrons—which 
“ probably kill by a different mechanism,” and which 
Raper’ has shown are absorbed to the extent of 80% in the 
rabbit by approximately the depth of the hair follicles. It 
thas also been established by the same investigator that beta 
particles and gamma radiation are additive in their effects 
‘to the extent of about 50%. 

Clearly, however, it is quite one thing to accept Prosser’s 
general conclusion upon the general similarity of effects 
and quite another to compare quantitatively the effects of 
different types of radiation. Zirkle’® has attempted this in 
a series of experiments in which mice, in batches of twenty- 
four, were exposed in special bismuth containers intro- 
duced on mechanically controlled trolleys into two tunnels 
within the concrete shielding of a nuclear “pile.” Here 
he had to contend not only with slow neutrons, which 
through the disintegrations they produced in body tissues 


made the biggest contribution to mortality, but also with 
fast neutrons, gamma radiation, and with radioactivity 


induced in the mice by the radiation to which they were - 


exposed. It was accordingly necessary to subdivide these 
different effects by a mixture of theory and assumed bio- 
logical equivalence, and then to compare the whole with 
those produced by a single known source of radiation, 
Numerical agreement was as good as could be expected, 
and is taken “ to exclude the possibility or fear ” that there 
might be some unknown further mechanism of greater 
hazard. None the less, the final impression both from this 
contribution and a second by Henshaw and others!! at 
the Clinton Laboratories must be that further work is badly 
needed on the numerical factors relating these different 
types of radiation. 

The most important work on the ingestion of plutonium, 


_ other artificially produced radioactive elements, and the . 


radioactive fission products formed in nuclear piles has 
been that of Hamilton’? at the Crocker Radiation Labora- 
tory, California. Some of his results have already been 
demonstrated in London under the auspices of the Medical 
Research Council, and the published record strongly con- 
firms the great potential interest of this type of investiga- 
tion to knowledge of, for example, bone growth and struc- 
ture. This arises from small but apparently significant 
differences between the autoradiograph patterns resulting 
from the bone absorption of different radio-elements. But 
in relation to probable clinical effects the most important 
findings are that a large proportion. of the elements 
lanthanum, cerium, americium, and curium find their way 
to the liver; and that, with the exception of strontium, 
deposition within the bones is not in the mineral structure 
but appears to be localized in, or adjacent to, the osteoid 
matrix. This implies that radiation, thus locally produced, 
could readily enter the marrow cavity. A further point 
that might affect the future use of the shorter-lived radio- 
isotopes, which alone can be used therapeutically, is that 
the physical state of the ingested material—for example, 
as a colloidal emulsion—may affect appreciably its distri- 
bution within the body. 

For further information under the last main heading— 
the disintegration by neutron irradiation of fissionable 
material previously ingested—it will be necessary to await 
publication of further reports. For the present it is pos- 
sible only to quote a single experiment’* in which the 
injection of colloidal uranium, followed by neutron irradi- 
ation, led to the virtually total destruction of the spleen 
of a mouse. The significance of this result is that uranium, 
although much less intensely radioactive than either pluto- 
nium or radium, must be regarded as an equally dangerous 
‘contaminant for the atomic energy worker and also the 
nuclear research worker for whom neutron exposure may 
be a possible contingency. The whole matter is clearly of 
great complexity. And although the health record in 
American work has been such as to command confidence 
in the system of physical measurement which was adopted 
from the first, it must appear also that wartime biological 
research requires to be consolidated and extended. 


+ eatiolegy, 1947, 49, 344. 8 Radiology, 1947, 49, 299. 
Ibid., 1947, 49, 14 


9 Ibid., 1947, 49, 314. 
1 Ibid., 1947, 49, 10 [bid., 1947, 49, 271. 


11 Radiology, 1947, 49, 349. 
12 Ibid., 1947, 49, 325. 
_ 18 Science To-day, 1947, 2, 338. 
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‘TUBERCULOSIS OF THE FEMALE GENITAL 
TRACT 


Tuberculosis of the female pelvic organs is one of the 
most baffling of all the major gynaecological problems. 
It-occurs mainly in young women in the childbearing years. 
Diagnosis is often far from easy and the treatment best 
adapted to give a cure with the minimum of disturbance 
of function may be hard to attain. The Swiss journal 
Gynaecologia devoted a recent number entirely to this 
roblem. There are two review articles, the first and longer, 
by Held,’ dealing with the aetiology, pathology, clinical 
features, and diagnosis, and the second, by de Meuron,” 
discussing treatment. 

The first description of the disease was apparently given 
by Morgagni in 1779, when he recorded a case of 

ritoneal and genital tuberculosis in a girl aged 14. 
Held has collected some figures on the incidence of the 
disease. In necropsies on females the incidence is 1.5 to 
3%, and in histological material taken from females suffer- 
ing from all forms of tuberculosis it is 4 to 6%. Of patients 
admitted to hospital for gynaecological disorders 1 to 2% 
are affected as against 10 to 15% of patients operated on for 
swellings of the adnexa. The Fallopian tubes are affected 
in 80 to 90% of cases of pelvic tuberculosis, the uterus in 
50 to 70%, the ovary in 30% ; infection of the uterus alone 
is seen in 10 to 15% of such cases. Held agrees with the 
accepted view that primary infection of the genital tract 
occurs very rarely, if ever, in women, and goes on to dis- 
cuss the relation of pelvic tuberculosis to tuberculosis else- 
where in the body. On this point some of his figures are 
unconvincing owing to the small numbers quoted. 

His description of the pathological. anatomy is along 
conventional lines, and a more interesting section is that 
on diagnosis. The woman with pelvic tuberculosis is almost 
invariably sterile. Work by Sharman* and others is quoted 
to show the relatively high incidence of tuberculosis of the 
genital tract in females complaining of primary sterility. 


- Menstrual disturbances of all types from amenorrhoea to 


menorrhagia and metrorrhagia are common. Held con- 
cludes that on the diathesis, other tuberculous lesions, and 
the local findings, diagnosis can be made with certainty 
on the clinical findings alone in 37% of cases. Bacterio- 
logical and histological examinations are necessary to 
establish the diagnosis in the remaining cases. 

De Meuron gives figures collected from the literature to 
show that the results of surgery compare unfavourably with 
those of the more conservative methods. Operation carries 
a fairly high initial mortality, and owing to bowel adhesions 


‘the formation of a fistula is a common complication. In his 


opinion the chief indication for surgery is to establish the 
diagnosis where there is uncertainty ; it is also useful in 
evaluating the type and extent of the lesions and for deal- 
ing with such localized foci as pyosalpinx and hydrosalpinx 
and excising masses of caseating tissue. Among conserva- 


tive measures he favours heliotherapy. Prof. Rollier gives. 


a brief description of his method of treatment and the 
results obtained at his clinic at Leysin. Favourable results 
are also claimed following x-ray therapy, though these 
are considered inferior to those of heliotherapy and have 
the further disadvantage of causing more constitutional dis- 
turbance. De Meuron considers that tubercylin treatment 
is losing favour, though he is a supporter of prophylactic 
vaccination with B.C.G. His conclusion is that the main 
aim of treatment must be to obtain a permanent clinical 
cure, since it is rarely possible with the means at present 
at our disposal to obtain a perfect anatomical or functional 
cure, 


1 Gvnaecologia,. 1947, 123, 265. 
2 Thid., 1947, 123, 319. 
8 J. Obstet. Gvnaec. Brit. Emp., 1944, 51, 85. 


These are both highly competent articles. It is doubtful 
if the average clinician is sufficiently aware of the high 
incidence of female genital tuberculosis, though the disease 
is important from many aspects. It affects an important 
section of the community, the women of childbearing 
age, and it is a far from negligible factor in female 
sterility. Endometrial biopsy to exclude tuberculosis should 
indeed be a routine investigation in cases of sterility. 
There are also important implications in the field of 
hygiene, social medicine, and epidemiology. Many of 
these infections are undoubtedly milk-borne and serve to 
emphasize yet again the importance of providing a safe 
milk supply. 


SULPHONAMIDE ,ALLERGY 


As early as 1937 Hageman and Blake! recognized that 
untoward reactions to the sulphonamides might be of an 
allergic nature. It was later suggested by Erskine? that 
such reactions might be mediated by the combination of 
sulphonamides with serum proteins, and this has since been 
confirmed by other workers.’* In 1942, French and Weller’ 
described the appearance of interstitial myocardial lesions 
rich in acidophilic cells in subjects known to have received 
one of the sulphonamides within 30 days of death. Similar 
focal lesions were found in other tissues and comparable 
reactions were produced experimentally in animals. 

More, McMillan and Duff® have recently reported that 
in a series of 375 necropsies performed on patients who 
had received sulphonamides 22 cases were found with 
lesions attributable to sulphonamide medication. Many of 
the lesions were identical with those previously described 
in the literature—namely, focal necrosis of the bone ' 
marrow, aplasia and immaturity of the bone marrow, 
agranulocytosis, massive hepatic necrosis, focal necrosis 
of the liver with hepatitis, interstitial myocarditis, 
nephrosis, and inflammatory lesions in arteries and 
arterioles. In addition they found a granulomatous re- 
action in thirteen of the cases, and a splenic trabeculitis 
in six. The lesions consisted of tissue destruction and pro- 
liferation of the reticulo-endothelial cells, differing only 
in the phase and intensity of the reaction. From a com- 
parison with a control series of 400 necropsies performed 
in the pre-sulphonamide years, the authors conclude that 
the changes described were all caused by sulphonamide 
therapy. Clinical evidence of. hypersensitivity was asso- 
ciated with all the types of lesions discovered. Their close 
similarity to those produced by foreign protein sensitiza- 
tion is considered proof that they are allergic in origin. 
These reactions alone .were responsible for the death of 
seven of the patients and were a major factor in the death 
of a further seven. 

French’ has also recently published ‘his findings in 76 
necropsies and 2 skin biopsies of patients apparently sensi- . 
tized to the sulphonamides. In practically half of the cases 
there had been symptoms of sensitivity, especially in the skin. 
Lesions similar to those previously described were found in. 
most organs, but more frequently in the heart, liver, and 
kidneys. French is surprised that so little attention has 
been paid to the possible effect of the sulphonamides on 
the heart. Fromxhis series it is justifiable to conclude that 
any skin reaction other than simple erythema should contra- 
indicate the continued use of any sulphonamide drug. 

1 J. Amer. med. Ass., 1937, 109, 642. 

2 Brit. J. vener. Dis., 1939, 15, 260. 

3 Wedum. A. G., J. infect. Dis., 1942, 70,173. . 
4 Davis, B. D., Science, 1942. 95, 78. 

5 Amer. J. Path., 1942, 18,109. - 

6 Thid., 1946, 22, 703. 


e 7 Thid., 1946, 22, 679. 
8 Ibid., 1946, 22, 665. 
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French emphasizes the danger of the indiscriminate use of 
the sulphonamides for prophylaxis or in the treatment of 
minor infections. 

These views on the dangers of sulphonamide therapy are 
confirmed by Lichtenstein and Fox,* who found necrotizing 
arterial lesions resembling periarteritis nodosa with focal 
visceral necrosis at the necropsy of a patient who died 
after treatment with sulphathiazole. Approximately 0.5 g. 
of sulphathiazole had been introduced into a clean surgical 
wound ; the subsequent development of fever and vesicular 
rash had been attributed to infection, and further sulpha- 
thiazole was administered orally for six days before the true 
nature of the condition was recognized and the drug 


stopped. 


PHYSIOLOGY IN THE FOREST 


In Sweden the number of men entering the lumbering 
trade has gradually been falling off, and so the familiar 
problem of making better use of smaller numbers is assu- 
ming more and more importance. Lumbering is an extra- 
ordinary job in many ways: it includes the actual felling of 
the tree and all the subsequent manipulations such as 
pruning and sawing into appropriate lengths, with subse- 
quent stacking of the. wood. The work is individualistic, 
and it has always been left to the lumberman himself to 
decide how many hours a day he works or whether he 
even works at all. He may live at a very varying distance 
‘from where felling is going on, and in the winter, or dark 
‘period of the year, there may be fewer than five hours a 
day in which any work can be done at all. Lumbering is 
probably the hardest physical job in the world, and it needs 
an energy output of 5,000—6,000 calories per day, so that 
it is clearly impossible to transfer the ordinarily accepted 
industrial regime of work to a job like this. It was there- 
fore decided to institute a study into the industrial health 
of lumbermen, and a paper by Lundgren! is the first instal- 
ment of this work. 

Two questions were posed : can lumber work be done all 
the year round, and what should be the length and organi- 
zation of the working day? Lundgren’s study does not 
pretend to be anything other than purely physiological. 
He took five trained lumber workers whose ages ranged 
from 26 to 55 years and put them to work on a fixed 
time schedule for from 9 to 144 months. Each day was 
planned so that they spent defined lengths of time eating 
and working, and the total time which they spent in the 
forest varied from 74 hours on the shortest type of experi- 
mental day to 10 hours on the longest. The findings 
showed that there was a slight improvement in the func- 
tioning of the oxygen transport apparatus as judged by 
the daily resting pulse, arterial blood pressure, and the 
Schneider index, thus suggesting that physiological learning 
or training was still going on. There was a slight rise in 
the pulse rate as the day’s work went on, which was greatly 
accentuated if the subject had a chill or drank alcohol. 
The body temperature was found to have its usual diurnal 
rhythm, but no seasonal variation could be detected. Un- 
trained men, moreover, had a higher temperature for a 
given amount of work than trained. Estimation of the 
blood sugar showed that there was no relation between its 
height and physiological exhaustion, bus one of the most 
interesting positive findings, which incidentally is omitted 
from the author’s summary, was that throughout the experi- 
mental period, notwithstanding some short-term fluctua- 
tions, the weight of each of the five subjects gradually rose. 

Purely physiological measurements of this kind, valuable 
though they be, are but.a relatively crude way of assessing 


1 Acta physiol. scand., 1946, 13, Suppt. 41. 


human health, and should not form a basis for any execy- 
tive action until they are matched by the more delicate 


criteria of attitude, performance, and morbidity ; but so 


far as it goes this study suggests that lumbering can be 
done all the year round, and that even a ten-hour day is 
within a trained man’s physiological capacity. 


URETHANE AS AN ANTISEPTIC 


The treatment of wounds infected with Gram-negative 
organisms still presents.a difficult problem. Phenoxeto] 
has not been uniformly successful. Streptomycin, though 
often strikingly successful, is not yet generally available. 
Urea and its derivatives are among the few substances 
with a greater action on Gram-negative bacilli, such as 
Ps. pyocyanea and Proteus and coliforms generally, than 
on the Gram-positive pyogenic cocci. Weinstein’ showed 
that both urea and urethane, the latter being the more 
active, are bacteriostatic and to a limited extent bactericidal 
to Gram-negative bacilli. Their effect is enhanced by sul- 
phonamides and they neutralize the sulphonamide-inhibiting 
effect of p-aminobenzoic acid. More recently Weinstein’ 
has studied propyl and butyl carbamate on similar lines, 
They exert the same effects to an even greater degree, 
being about three and six times, respectively, as active as 
urethane, which is more than twice as active as urea. 

Urethane has now been given a clinical trial as a wound 
antiseptic by Howe and Weinstein.* A solution containing 
10% of urethane and 1% of sulphanilamide was used in 33 
cases; 10% urethane alone appeared to give equally good 
results in six cases. The usual method was to saturate 
dressings with the solution; more solution was applied 
every four hours, without removing the gauze im contact 
with the wound. Bacteriological studies showed that this 
treatment was usually successful in eliminating Gram-nega- 
tive organisms and particularly Proteus or Ps. pyocyanea. 
Gram-positive organisms were unaffected as a rule, but 
Weinstein has pointed out previously that urea derivatives 
and penicillin can be combined in a single application if 
necessary, and clinical studies of its usefulness are projected. 
Urethane does not seem to delay wound healing and has 
no undesirable systemic effects, except that if applied to 
a large area it may be absorbed in sufficient quantity to 
cause nausea and vomiting. 


THE HALF-YEARLY INDEXES 


The half-yearly indexes to Vol. I of the Journal and the 
Supplement for 1947 have been printed. They will, how 
ever, not be issued with all copies of the Journal but only 
to those readers who ask for them. Any member or sub- 
scriber who wishes to have one or both of the indexes can 
obtain what he wants, post free, by sending a postcard 
notifying his desire to the Accountant, B.M.A. House, 
Tavistock Square, London, W.C.1. Those wishing t 
receive the indexes regularly as published should intimate 
this. 


We announce with regret the death, on Feb. 4, of the 
Rt. Hon. the Earl of Derby, K.G., P.C., G.C.B., G.C.V.0. 
Lord Derby was an Honorary Member of the British 
Medical Association, being elected on July 19, 1912, when 
he was Lord Mayor of Liverpool and Chancellor of th: 
University of Liverpool. 

1 J. Immunol., 1946, $4, 117, 131, 145. 


2 Ibid., 1947, 56, 195, 203. 
3 Surg. Gynaec. Obstet., 1947, €4, 913. 
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: 
cecu- a discovery, to be by 4 
icate NUR AND HUMAN RELATIONS “The more I see of the regional hospital system the more 
it so. SING discover a widening scope for the nurse-administrator. The 
n be THE TASK OF THE NURSE-ADMINISTRATOR creation of an administrative division in nursing, having to do 
AV j not with one hospital but with a group of hospitals, will soon 
7s Nurses to the number of 250 from all parts of the country become an urgent necessity.” 
assembled at the Royal College of ye in London cents 2 
ree-day conference at which matrons, senior adminis- 
discussed matters relating to adminis- Hospital Staff Relations 
tration and human relations. At each session, after a few The opening of the conference to general discussion let loose 
remarks from.about three announced speakers, the members a flood of questions. How far did the new ideas of human 
ative | split up into small groups according to region and services, relationships in hospitals cut across professional etiquette ? 
xetol | each appointing a speaker and drafting a number of ques- How could the democratic spirit be maintained without undue 
yugh tions, which afterwards, in full session, were put to the openers, familiarity ? Was it true that strict discipline was the result of a 
able who acted as a kind of “brains trust.” In this way a real — feeling of insecurity on the part of the disciplinarian ? How was 
7 exchange of ideas was obtained. ‘loyalty to a committee to be reconciled with what the matron 
acts or sister or nurse considered necessary for the patients? Was 
b as Lord Chancellor’s Tribute the common resentment against authority the result of the frus- 
than od Jowitt, the Leod Chuinuelier. whe opened the confer- tration of the desire to assist in the creation of such authority ? 
= Pome said that the nursing profession was the finest into which P As for the nursing shortage, it was suggested from the plat- 
’ orm and warmly applauded by the nurses that more might be 
woman could enter. There were only two sets of people ~~ 
“idal any done in the way of idealistic appeal. A lot of people, said 
in this country who commanded universal admiration—the 
nursing profession and His Majesty’s judges. “I am an One er, wante stadt yas 
iting elderly man and, like most elderly men, encrusted with pre- waere on h doi 4 
tein judices, and I should not be happy if the doctor who attended = ~s scrubbers, be told what i ee ae 
ines. | ‘ne was not a man; but, God knows, I should be in utter 2°0Ut their part in it. 
ree, misery if the nurse who attended me was not a woman.” To 
€ as remedy the nursing shortage, the Lord Chancellor continued, Negotiating Machinery under N.H.S. 
a. there were two possibilities : to reduce the potential number The final session was devoted to the subject of negotiating 
und | of patients, and to increase the number of nurses. The achieve- ,achinery. Lord Rushcliffe, who was chairman of the Nurses’ 
ning ment of the first objective depended on the work of scientists Salaries Committee, said that that committee was the best 
n 33 | and doctors and all who had the sense to realize that preven- example of negotiating machinery he had ever known. Each 
ood | tion was better than cure. How to increase the number of oF its panels put its case with skill and conviction, and the 
rate | nurses he did not know. It had been stated that there was a underlying feeling was that what mattered was not whether this 
: considerable wastage among girls who, having gone in for hos- point was gained or lost but the welfare of the profession as a 
lied pital nursing, found that they were called upon to do things \hole He supposed that under the new Act the committee 
pes which were really no part of nursing training at all; also that Would come to an end and something in the nature of a Whitley 
the freedom of nurses during their off-duty time was liable to Council would be set up. He hoped that such a council would 
ga- | interference. He believed that there was little or no ground he permeated by the same spirit as the body over which he 
nea. for those criticisms to-day, but, as in other industries, the mis- had had the honour to preside. Of all the things that he had 


but takes of the past carried their shadow into the future. If 
those evil traditions which had attended nursing service in the 
past had now been broken he thought that the fact should be 
ted proclaimed in some dramatic way. 


ever done in his public life none had given him more satisfac- 

tion or pleasure than his association with that committee. 
Mr. Stanley Mayne, Assistant Secretary, Ministry of Health, 

who is in charge of the Whitley arrangements for the National 


Health Service, explained the present and future position. The 
1 to Running a Hospital negotiating machinery existing in the hospital field at the 
y to Of the various speeches by directors of business training, per- Moment consisted of a national council for the staffs of hos- 


pitals and allied institutions—a piece of Whitley machinery 
which covered the domestic grades ; a joint negotiating com- 
mittee for some of the smaller professional groups, such as 
physiotherapists, radiographers, psychiatric social workers, and — 
almoners ; another small negotiating committee for the labora- 
tory technicians; and a number of professional bodies—not 
trade unions—on the one side and the hospitals associations on 


sonnel managers, education secretaries, and hospital governors, 
one of the most stimulating was by Prof. James M. Mackintosh, 
dean of the London School of Hygiene and Tropical Medicine. 
There had always been a sharp distinction, he said, between 
the clinical and administrative sides alike of medicine and of 
_| nursing, though there was' no reason why rivalry should become 
the | acute conflict. The hospital was primarily an institution for 


OW: | the sick. Its object was to restore the sick to health, and for the other. So far as the administrators and the medical staff 
only | that purpose the clinical side was supreme. The ward sister were concerned no formal machinery had been established, 
sub- | was an indispensable part of the clinical unit. With the physi- but special committees had been set up occasionally, like the 


Askwith Committee of 1929. For the nurses there had been 
the Rushcliffe and, in Scotland, the Guthrie Committees, 
organizations somewhat on Whitley lines, but with outside 
chairmen and making decisions which were advisory only, 
though commonly accepted. 

While the National Health Service Bill was passing through 
the House of Commons, said Mr. Mayne, the Minister made 
it clear that he wanted to develop negotiating machinery where- 
by people within the “industry” would have a real voice in 
the determination of the conditions under which they would 
work. What was now proposed was a series of ten councils, 
nine of which would be Functional Councils, grouping people 
of common interests and common salary ranges, and the tenth 
a Central Council. There would be one council for medical 
staff, one for dentists, one for opticians, one for pharmacists, 
two to cover other professional and technical , one for 
administrative and clerical employees, one for ancillary grades 
such as domestic workers, laundresses, and cooks, and one for 
nurses and midwives, covering not only the hospital service but 


can | cian or surgeon, as the case might be, she bore the responsibility 
for the patient. But the hospital ip addition was a business 
organization, involving innumerable problems of business 
to management—maintenance of structure and equipment, pur- 
chasing and catering, financial responsibilities (which would 
not disappear, and might not even grow less onerous, under the 
National Health Service), public relations, and so forth. 

It must be realized, said Prof. Mackintosh, that the hospital 
administrator was a specialist in his or her own sphere. The 
the career of the administrator was parallel with that of the clini- 
7.0, cian, highly specialized, and requiring intensive postgraduate 
training. Speaking as a member of a Regional Board, he said | 
he thought the aim of the Boards would be to place the adminis- 
the | trator neither above nor below the clinician. Much of the con- 
troversy as to whether the administrator should be basically a 
_ doctor or a nurse was quite sterile, because no one decided 
that he or she was going to be an administrator at eighteen. It 
was not the basic education, whether in medicine or nursing, 
which made the administrator. The gift of administration was 
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the related parts of the National Health Service which came patient and dentist to arrive at an additional fee “ accealll 
under the local authorities. Each of these councils would have to the standard of skill, effort, experience, and ameniiin 


power to determine remuneration and all other conditions con- 
cerning people within its group. The Central Council would 
have no kind of suzerainty over the others, but it would deal 
with any question which directly concerned more than one func- 
tional group. One of the first things to be done under the 
Whitley procedure would be to agree about arbitration arrange- 


ments to deal with what it was hoped would be the exceptional - 


cases in which agreement was not obtained within the council 
organization itself. In the nurses’ and midwives’ council there 
would be, on the employers’ side, representatives of the Ministry 
of Health, the Department of Health for Scotland, the Regional 
Hospital Boards, the local authorities associations, and the 
boards of governors of teaching hospitals ; on the employees’ 
side the Royal College of Nursing would have twelve seats, the 
Royal College of Midwives six, and the major trade unions 
four, with appropriate representation for some of the smaller 
groups. 

In answer to questions Mr. Mayne said it was definite that 
no condition would be attached to the contract under the 
National Health Service whereby members of the nursing pro- 
fession would be required to join’a trade union organization. 
Asked about the position of the matron, he said that at the 
hospital level, where the matron was a departmental head, she 
would be on the employers’ side of the council, but at regional 
level the employees’ side would-be represented by the Royal 
College, which embraced all grades, including matrons, and the 
matron there would be on the employees’ side. The Whitley 
Councils, he hoped, would deal with more than remuneration ; 
they would have generally in view the increased efficiency of 
the public service combined with the well-being of those 
employed. The Civil Service had had 27 years’ experience 
of “Whitleyism,” and many suggestions had come from the 
staff side concerning the running of the Service. In industry, 
however, this aspect had been detached from the negotiating 
machinery and had taken the form of joint production 
committees. 

The work of the conference was summed up by its chairman, 
Mr. Raymond Parmenter, director of the Administrative Staff 
College, to whose skill in the conduct of the proceedings was 
due much of the success of the conference. 


DENTAL SERVICES 
DISPUTE WITH THE MINISTER 


The Representative Board of the British Dental Association 
on Jan. 31 adopted a resolution advising all members of the 
Association to exercise their right under the National Health 
Service Act, 1946, to refuse to enter the Service until the Act 
and its regulations had been so amended as to include the 
principles advocated by the Association as essential to the pro- 
vision of “a satisfactory dental service for the nation.” This 
resolution was adopted by 85 votes to 4, and a further resolu- 
tion expressed the willingness of the B.D.A. to continue its 
discussions with the Minister to enable the Act and its regula- 
tions to be amended. ; 

The findings of the Dental Spens Committee have not yet 
been announced and so the B.D.A. has not considered details 
of remuneration. Its objections are based entirely on points 
of principle. In a statement issued on the same day by the 
B.D.A. it was asserted that the provisions of the Act would 
curtail the dentist’s clinical freedom and cause a lowering of 
the standard of treatment. The Association objected to the 
Minister's power to dispense with any requirements of the 
regulations governing the general dental service, and it insisted 
that there should be a right of final appeal to the High Court 
against the removal of a dental practitioner’s name from the 
list. The Association suggested that the method of remunera- 
tion on which the Minister insists—payment of a fixed fee 


for each item of treatment, irrespective of any special skill _ 


employed or the amount of time involved—would put a 
premium on hurgied and shoddy work. The Association would 
prefer a system of grant-in-aid with a fixed payment from the 
Ministry for each operation and complete freedom for the 


provided.” 

In the light of the experience of the Negotiating Commj 
a significant part of this statement is: “The way in which #8 
Minister of Health on Nov. 25, 1947, refused all concessions 
on principles advanced by the profession makes it evident that 
he intends to enforce a system of panel dentistry for all.” 


Memorandum by the Minister 


‘In reply to this statement by ‘the B.D.A. the Ministry of 


Health sent to the 15,000 dentists in England, Scotl 
Wales a Memorandum by the Minister. The Memnoraaauill 
not as elaborate as that which was sent to the medical profes- 
sion, but follows much the same lines of argument. There is 
an appeal to individual dentists and a broad outline of how 
the scheme will work. Local Dental Committees constituted 
by the profession itself for the same areas as the Executive 
Councils will appoint dentists to serve on those Councils. Any 
dentist can take part in the Service or not, as he wishes. He 
will also retain the right to private practice. Patients wil] have 
complete freedom of choice of dentist. When the patient 
approaches a dentist the first record will be on a “ dental esti- 
mate form” which will include the patient's signature to a 
statement that he desires treatment under the Service; the 
dentist’s formal acceptance of the patient; a chart of the 
patient’s mouth; and an estimate of the treatment required, 
All normal conservative treatment will not need any prior 
authority. Prior authority will have to be obtained from the 
Dental Estimates Board for the provision of dentures, exten- 
sive and prolonged treatment of the gums, gold fillings, inlays, 
crowns, special appliances, and oral surgery. The Dental‘ 
Consultative Committee suggested that all applicants for 
dental treatment should be required to undergo all the treat- 
ment needed to make them dentally fit. The Minister does 
not agree that it would be right “to deprive a person who is 
unwilling to undergo full treatment of a service Which is de- 
signed to be available to the whole community and which is 
provided at the expense of public funds.” Dentists will be 
asked to keep records, and dental officers of the Ministry “ must 
be able to inspect surgeries and waiting-rooms after giving due 
notice.” 

The Memorandum by the Minister also outlines the pro- 
cedure for dealing with complaints and disputes. There is 
provision for the setting up of a tribunal consisting of a 
lawyer as chairman, a dental member, and a lay member. If 
the tribunal decides against the dentist he may appeal to the 


Minister. 
Rejoinder 
Replying to this Memorandum the B.D.A. stated that “ until 
Mr. Bevan retracts from his intransigent and inflexible attitude 
the dental profession will exercise its right to refuse to enter 
a service which will lower the high standard of dental treat- 
ment to a utility level.” The B.D.A. in other words has 
reiterated its considered opinion that the general dental service 
outlined by the Minister “will not and cannot result in a 
satisfactory service for the public.” 


LADY TATA MEMORIAL TRUST : 
The Trustees of the Lady Tata Memorial Fund invite applications 


for grants and scholarships for research in diseases of the blood, - 


with special reference to leukaemia, in the academic year beginning 
on Oct. 1. Grants of variable amount are made for research 
expenses or to provide scientific assistants to senior workers. 
Scholarships are awarded as personal remuneration; their normal 
value has been £400 per annum for whole-time research, with pro- 
portionate adjustment for work on a part-time basis where this 
has been approved. Applications must be submitted before March 
31, and the awards will be announced by the Trustees in June. 
Further particulars and forms of application may be obtained from 
the secretary of the Scientific Advisory Committee, c/o Medical 
Research Council, 38, Old Queen Street, Westminster, London, S.W.1. 
The grants and scholarships are open to workers of any nationality, 
and in any country in which it will be possible to make payments 
in the coming academic year. The available. information on this 


point regarding particular countries outside the sterling area will be 


supplied to intending applicants on request. 
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Reports of Societies 


PRESSURE NEURITIS AND SCIATICA 


At a meeting of the Liverpool Medical Institution on Dec. 4, 


1947, with the president, Dr. H. WALLACE-Jones, in the chair, 
Mr. Ropert. RoaF and Mr. A. SutciirFe Kerr discussed 
pressure neuritis and sciatica. 

Mr. Roaf said that two different mechanisms were com- 
monly used to explain a sensation of pain for which there was 
no obvious local cause. True referred pain occurred when a 
deep-seated organ with a poor representation in consciousness 
emitted pain impulses which were interpreted as coming from 
a superficial area with the same segmental nerve supply. This 
pain was usually a severe one and was accompanied by local 
tenderness and increased muscle tone in the region to which 
the pain was referred. The second mechanism was when a 
nerve trunk was stimulated directly ; this produced a charac- 
teristic syndrome—paraesthesia, tenderness along the nerve, 
hypersensitivity, muscle cramps, and ultimately wasting and 
weakness of muscles and anaesthesia. This syndrome might 
be called pressure neuritis, to distinguish it from true referred 
pain. Common examples were ulnar neuritis at the elbow, 
median neuritis at the wrist, plantar neuritis at the ankle, and 
the cervical rib syndrome. Most cases of so-called brachial 
neuritis were due not to neuritis but to referred pain from 
lesions in the neck and shoulder. 

In many cases of sciatica the symptoms were due to referred 
pain from disorders of the lower part of the vertebral column ; 
in the intervertebral-disk syndrome both mechanisms were at 
work. There was the severe shooting pain which was “ re- 
ferred” and there were also the characteristic symptoms and 
signs of direct pressure on a nerve. The aim of treatment was 
to restore permanent stability to the affected part of the spine, 
and this could nearly always be achieved by an adequate period 
of efficient immobilization. 

Mr. A. Sutcliffe Kerr described the normal anatomy of the 
intervertebral disks and discussed the series of events which 
led to herniation or rupture of the nucleus pulposus through 
the annulus. The mode of production of symptoms was un- 
certain, but there was evidence that the issuing nerve root was 
subject to pressure by the herniated disk. If gross bone and 
joint changes were excluded, at least 90% of all cases of 
unilateral sciatica were due to disk lesions. The diagnosis 
could be made on the history, and the only physical signs might 
be limitation of straight-leg raising and spasm of the erector 
spinae. In the majority of cases, however, there was also some 
disturbance of sensation and some diminution of the ankle 
jerk. Gross neurological signs, such as complete anaesthesia 
and complete paralysis of the dorsiflexors of the foot, suggested 
some other pathological change. 

Lumbar puncture was not necessary as a routine, and myelo- 
graphy was rarely performed. Both might be needed if there 
was any doubt of ‘the diagnosis. Treatment was primarily con- 
servative and not more than 10-15% of all cases needed surgical 
removal of the disk. The operation was best performed under 
spinal anaesthesia with the patient in the “ knee-elbow” posi- 
tion on the table. The immediate results of operation were 
very good, and long-term results showed 60% good results, 
25% fair, and 15% poor. Fusion of the lumbar spine was not 
recommended at the time of operation, and should only be 
considered subsequently if, as rarely happened, the patient had 
disabling pain in the back. 

In conservative treatment, and for post-operative care, three 
weeks’ complete rest in bed was essential. During the third 
week the patient was given exercises in bed. He was kept in 
hospital for one further week for physiotherapy and exercises 
and allowed to resume work after six weeks, but not to resume 
heavy work until three months later. Paraplegia might occur 
with complete retropulsion ofthe disk. The speaker had 
treated twelve cases. Manipulation under general anaesthesia 
was dangerous. Cervical disk lesions were briefly mentioned ; 
the chief indication for operative intervention in these cases 
was the appearance of signs of pressure upon the spinal cord. 


General Discussion 


Mr. Goronwy THomas said a number of lesions in the lower 
part of the back could mimic the symptoms and signs of disk 
herniation and the former were far more commonly the cause 
of sciatica than the latter. It was always essential to rule out 
any deep-seated lesion such as tuberculosis, malignancy, and 
congenital anomalies in the lumbosacral region. Conservative 
treatment cured the great majority of patients with sciatica. 
There remained a small group which could be relieved only by 
removal of the disk, and in these cases the results were dramatic. 
He did not agree with Mr. Kerr that manipulative treatment was 
dangerous. Some years ago it was found that manipulations 
performed gently under an anaesthetic had cured 60% of cases 
of sciatica not associated with radiological changes in the 
spine. ‘ 


Dr. Ropert HuGuHes said that the retropulsed disk could 


produce a certain syndrome. It did not follow that all cases of 
that syndrome were due to a retropulsed disk. The majority 
of cases of sciatica subsided under conservative treatment, and 
it would be unwise to assume that all or even the majority of 
them were due to disk lesions when the underlying pathology 
had not been demonstrated at operation. He did not agree 


that the presence of gross neurological signs was more sugges- 


tive of a cauda equina tumour than of a disk lesion ; in the 
latter condition there might be considerable muscular wasting 
and weakness and. even complete paralysis of muscles, in 
particular of the long extensor of the great toe. 

Mr. E. N. WarbDLE said that the patient with a true disk 
hernia gave a clear history and presented unmistakable clinical 
signs. There were two other syndromes which mimicked it: 
the torn lumbar aponeuroses with adhesions, distinguished by 
a history of definite injury, and the so-called osteoarthritic 
spine, distinguished by the age of the patient. He agreed with 
Mr. Roaf that conservative treatment was best, ahd quoted his 
own series of several hundred cases dealt with by suspension 
plaster jackets. Of those followed for more than five years 
60% were cured. Removal of the disk was found necessary 
in only 10 cases out of 150. He agreed that manipulation under 
anaesthesia was dangerous in the presence of a known disk 
lesion. 


NORTH OF ENGLAND OBSTETRICAL , AND 
GYNAECOLOGICAL SOCIETY 


The annual meeting of the North of England Obstetrical and 
Gynaecological Society was held in Manchester on Jan. 2, with 
the new President, Mr. J. E. Stacey, in the chair. 

Dr. Scotr RusseELL (Manchester) discussed the repair of a 
vesico-vaginal fistula following radium treatment for carcinoma 
of the cervix. After mentioning the special difficulties in deal- 
ing with this type of fistula he gave details of a case in which 
he carried out a partial colpocleisis following the technique 
of Chassar Moir. The result was not quite perfect, but four 
months after the operation the patient was passing urine per 
urethram and had only a slight vaginal leakage from a tiny hole 
where the vaginal septum had partly broken down. 

Dr. D. C. Racker (Manchester) showed a specimen of a 
fibromyxoma the size of a large melon which was successfully 
removed from the left labium majus and the adjacent ischiorecta 
fossa. 

Dr. J. W. A. Hunter (Manchester) described a new opera- 
tive procedure for the cure of vaginal vault prolapse following 
hysterectomy. The patient, aged 53, had suffered from pro- 
lapse for over twenty years, during which time she had had 
three operations without obtaining benefit. Dr. Hunter decided 
to attempt a modified fasctal sling operation. A strip of the 
anterior sheath of the rectus was passed extraperitoneally down 
to and through the vaginal vault and was then brought up 
extraperitoneally and secured to the rectus sheath on the other 
side. The chief difficulty in the operation was the separation 
of the numerous pelvic adhesions which had followed the 
previous hysterectomy. The patient made a good recovery, 
and four months after operation the vagina remained well 
supported. 


rding | 
nites 
Nittee —— 
the 
sions 
t that 
a 

ry of 
, and 
um is 
rofes- 
ere is 
ituted 
>utive 

Any 
He 

have | 
F the 
prior 
n the 
xten- 
lays, 
ental 

for 
reat- 
does 
ho is 
de- 
ch is 
ll be 
must 

re 18 
| 
the 
until 7 | 
itude 
enter 
reat- 

has 
rvice 
in a | 
tions | 
lood, - | 
ining 
>arch 
kers. 

pro- 

this | 
[arch 
June. | 
from 
dical 
W.1. 
ality, | 
nents | 
this 
Il be 


308 Fes. 14, 1948 


REPORTS OF SOCIETIES 


Baitisn 
MEDICAL JourRNaL 


Mr. Joun A. Haptey (Lincoln) read a paper on torsion of a 


hydrosalpinx in pregnancy. This was based on the case of a 
primigravida, aged 23, who developed acute abdominal symp- 
toms when four months pregnant. At first the most likely 
diagnosis appeared to be large bowel obstruction, but investiga- 
tion from this standpoint gave negative results. Six days after 
admission a tumour was palpable in the left iliac fossa, and at 
operation this proved to be the left Fallopian tube distended 
with blood ; it had undergone torsion at its inner end, but the 
ovary was normal. Left salpingectomy was carried out and the 
patient made a good recovery, having a normal confinement at 
the expected time. Mr. Hadley reviewed the literature which 
is concerned with torsion of the tube both in non-pregnant and 
pregnant women, and pointed out the difficulty of deciding 
whether the tube affected was originally normal or whether it 
was already converted into a *hydrosalpinx. Many cases of 
torsion had occurred in young virgins, and if they had a hydro- 
salpinx it raised the possibility of this being sometimes the 
result of non-specific vulvo-vaginitis in childhood, attenuated 
tuberculous infection, or other conditions. 


BONE CONDUCTION IN OTOSCLEROSIS 


At a meeting of the Section of Laryngology and Otology of the 
Royal. Academy of Medicine in Ireland on Jan. 2, with Mr. 
T. O. GranaM in the chair, Dr. R. R. Woops read a paper on 
bone conduction in-otosclerosis. 

Otosclerosis, he said, had always been described as a typical 
conductive deafness. The reason for this was that until recently 
bone conduction had been measured only with low-pitch forks. 
When bone conduction was measured only with the audiometer 
it was seldom found to be normal in the higher frequencies ex- 
cept in very early cases. Otosclerosis therefore produced a 
conduction deafness in the early stages, later a mixed lesion, and 
in the later stages the perceptive element became much the more 
important of the two. It had been found that the fenestration 
operation was followed by an improvement in bone conduction 
in the ear operated on, the other ear being used as a control. 
All operated cases were surveyed, and after eliminating those 
whose preoperative bone conduction was normal 39 cases 
remained in which the average decibel gain by bone conduction 
in the conversation frequencies was 11.4 decibels. The figure 
for the unoperated ears was 1.1 decibels. A significant increase 
was shown by 35 cases (90%); the 4 cases with increases of 5 
decibels or less were discussed. Cases showing an average pre- 
operative loss by bone conduction of 11-20 decibels had an 
average post-operative gain of 10.9 decibels ; those with a pre- 
operative loss of 21.3 decibels showed a gain of 11.2 decibels ; 
while those with a preoperative loss of 31.4 decibels gained an 
average of 15.5 decibels. When preoperative bone conduction 
loss was slight, hearing for bone conduction returned to normal. 
With greater degrees of loss, recovery was only partial. Audio- 
grams illustrating all these points were shown. ‘ 

There was no reason to doubt that this improvement in bone 
conduction was directly due to the fenestration operation. Part 
at least of the loss of bone conduction in otosclerosis was due 
to a change which was reversible and could not therefore be 
due to degeneration of the organ of Corti or of the cells of the 
spiral ganglion, or in fact to any of the usual causes of nerve 
deafness. It was suggested that stapes fixation per se caused a 
loss in bone conduction. Stapes fixation not only prevented 
vibrations from reaching the labyrinth but also impeded the 
response of the endorgan by limiting the mobility of the 
perilymph. There must be another factor involved to explain 
that part of the loss of bone conduction which was not rever- 
sible—perhaps a disuse atrophy. At any rate it was clear that, 
although bone conduction might be an indicator of the extent 
to which the cochlea could be stimulated under the conditions 
of stapes fixation, its value as an indicator of the potential 
maximum cochlear function was doubtful. 

Some general discussion followed, and at the same meeting 
Mr. BRIAN O'BRIEN read a paper on 1,500 tonsillectomies in 
children performed in the Children’s Hospital, Temple Street, 
and Mr. T. O. GRAHAM gave the clinical details of various cases 
of otitic meningitis and brain abscess. 


BRITISH ASSOCIATION OF PLASTIC SURGEONS | 
The Annual General Meeting of the British Association of 
Plastic Surgeons was held in the Royal College of Surgeons on 
Nov. 14, 1947. The following officers were elected : President— 
Prof. T. Pomfret Kilner; . vice-president—Sir Archibald 
McIndoe ; honorary treasurer—Mr. R. P. Osborne ; honorary 
secretary—Mr. J. N. Barron. This Association offers member- 
ship to those members of the profession who are interested in 
plastic surgery, and in particular would welcome anaesthetists. 
and dental practitioners who might wish to join. 

The Association is sponsoring the British Journal of Plastic 
Surgery, which will appear quarterly as from March of this year, 
It will be edited by Mr. A. B. Wallace, of Edinburgh, ang 
published by E. and S. Livingstone, Ltd. Inquiries should be 
addressed to the honorary secretary at 45, Lincoln’s Inn Fields 
London, W.C.2. 


The Chelsea Clinical Society held a dinner meeting on Jan. 13 
at the South Kensington Hotel, S.W.7, with the president, Dr. Nei} 
Maclay, in the chair. An interesting discussion on industrial medicine 
was opened by Dr. Langdon Lloyd, medical officer to the Ministry 
of Supply, and continued by Dr. Amor, chief medical officer to 
Imperial Chemical Industries. The discussion was added to by 
Drs. Keith, Eckenstein, Chadwick, Atkinson, Constad, Watney Roe, 
Deacon, Cutler, and Haydon. There was an attendance of over fifty 
members and visitors. 


A meeting of the North Staffordshire Medical Society, with the — 


president, Dr. Bruce Maclean, in the chair, was held in the Patho- 
logical Department of the North Staffordshire Royal Infirmary, 
Stoke-on-Trent, on Jan. 15. Dr. P. Stock showed a film demon- 
strating phase contrast microscopy. Dr. J. Ferguson, Mr. D. 
Wainwright, Mr. J. Grocott, Dr. J. Lindsay Boyd, and Mr. P, B. 
Roth showed some interesting cases. Dr. A. J. McCall and Dr. B. 
Godwin demonstrated a number of pathological specimens. 


Preparations and Appliances : 


FASCIAL BODKIN FOR URETHRAL SLING 
OPERATIONS 


Dr. WALTER CALvertT (Stockport) writes : Stress incontinence 
in the female is being increasingly treated by various types of 
sub-urethral fascial slings, introduced by the suprapubic route. 
I find that the actual passage of the strip of fascia is greatly 
facilitated by the small instrument here described. 

As the illustration shows the instrument (actual size), is 
description can be omitted. The fascial strip is threaded first 
through the slot nearer the “ point” and then through the end 
slot. The double slot is to pro- 
duce sharp angulation and thus 
reduce the tendency of the fascia 
to slip out of the “ bodkin,” a 
I have called it. It can be held 


Spencer Wells forceps. Because 
of its thin but smoothly rounded 
, “ point ” the bodkin can be trusted 
to dissect the urethra from the vagina without preliminay 
freeing, so that a cause of troublesome bleeding is eliminated. 
The only other special instrument required is a forceps, such 
as that used by Mr. C. McIntosh Marshall, of Liverpool, to hold 
the urethra. Other methods of passing the sling, by means of 
aneurysm needles, etc., seem to result in the production of a 
twisted rope of tissue rather than the flat tape required. The 
bodkin can also readily be passed through the rectus muscle in 
order to place the upper ends of the sling. 

I am indebted to Mr. McIntosh Marshall for trying and 
approving this instrument and also for introducing me to this 
type of operation. The bodkin is made by Chas. F. Thackray, 
Ltd., Park Street, Leeds, 1, who have been most patient and 
helpful in producing exactly what I required. 

REFERENCE 
Proc. roy. Soc. Med. (Sect. Obstet. and Gynaec.), 40, 7, 361-70. 
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Correspondence 


Doctors and Dictators 


sir,—Sir Stafford Cripps has now joined Mr. Bevan and Mr. 
A. V. Alexander in the gravest misrepresentation of the doctors 
attitude towards the National Health Service by suggesting that 
the will of Parliament is being flouted. The Act specifically 

ve all medical men in this country the right to give or to 
withhold their services as they think fit, and now the party 

liticians turn on the doctors and cry “sabotage” ! 

In the course of the same speech Sir Stafford used the follow- 


ing words : 

“Jt is essential that we should get a general agreement 
among our people to act on sound economic lines ; the alter- 
native is likely to be some form of totalitarian Government. 
This deplorable development, so contrary to our national 
character, is one that the present Government will use every 
endeavour to prevent—as it can be prevented if wise action is 


taken.” 

It is best therefore that Sir Stafford should be his own wit- 
ness as to methods of government. The following extract is 
taken from Law and Orders by Dr. C. K. Allen, formerly 
Professor of Jurisprudence in the University of Oxford : 

“Let us compare some ideas propounded, under the title ‘Can 
Socialism Come by Constitutional Methods ?’ by Sir Stafford Cripps 
in a volume of essays called Problems of a Socialist Government. 
The objective, we learn, is ‘ to seize power from the ruling class and 
transfer it to the people as a whole.’ The manner in which popular 
government is to be vindicated is that *‘ from the moment when the 
Government takes control rapid and effective action must be possible 
in every sphere of the national life. . . . The Government’s first 
step will be to call Parliament together at the earliest moment and 
place before it an Emergency Powers Bill to be passed through all 
its stages on the first day. This Bill will be wide enough in its terms 
to allow all that will be immediately necessary to be done by minis- 
terial orders. These orders must be incapable of challenge in the 
Courts or in any way except in the House of Commons.’ All oppo- 
sition to the Government is to be treated as treachery and sabotage. 
If ‘the capitalists ’ did not yield, the Government ‘ would be justified 
in overriding any obstruction it found placed in its way. .. . It 
would probably be better and more conducive to the general peace 
and welfare of the country for the Socialist Government to make 
itself temporarily into a dictatorship until the matter could again be 
put to the test at the polls.’” 

The Sir Stafford of a few years ago and the Sir Stafford of 
to-day are speaking with but slightly different voices. It is pre- 
cisely because the doctors of this country do not wish to 
become the unwitting or unwilling accomplices of a Govern- 
ment which seems determined to create National Socialism that 
their opposition to the National Health Act has become so 
strenuous. The doctors are now fighting for matters of principle 
and matters of conscience. Meanwhile we should do well to 
remember that, while Mr. Bevan would be medical dictator, Sir 
Stafford would have the ultimate responsibility for financial 
control. 

If the State insists on making fantastic and monopolistic 
claims, then the medical profession will resist indefinitely in the 
interests of freedom and in the interests of the sick. Bigotry 
and fanaticism are not particularly English vices, but they have 
flourished temporarily here in the past and their political and 
economic counterparts are again seeking to take root. The 
present administration have yet to learn that the art of 
democratic government only begins after the verdict of the 
polls, and they have also to learn the truth of Spinoza’s dictum 
that “the true end of government is liberty.”"—I am, etc., 

REGINALD PAYNE. 


Right of Appeal 


Sir,—In your report (Feb. 7, p. 264) of the meeting of con- 
sultants and specialists held at B.M.A. House on Jan. 27 you 
report (and correctly) Dr. H. B. Morgan as saying that I made 
no protest in the House of Lords against the clause of the Bill 
which denies the right of appeal against dismissal. I knew this 


statement to be untrue, but I had no copy of Hansard with me 
by which to confute it. Here is the confutation : 

“The prohibition placed upon the buying and selling of a 
doctor’s goodwill in his practice, the power of negative direction, 


_ and the refusal to allow a doctor the right of appeal to the High 


Court are surely matters that require amendment. They seem 
to me... to be gross infringements of personal liberty.” 
(Hansard, Official Report, Vol. 143, No. 128, Oct. 8, 1946.)—I 
am, etc., 


London, W.1. HorRDER. 


Telegram from Australia 


Profession in Australia congratulates Council and Represen- 
tative Body on its magnificent lead of Jan. 8 and hopes whole 
profession will stand firm in this struggle for freedom and 
independence.—H. S. NEWLAND, President of Federal Council. 


Tell the Public 

Sir,—Now that every doctor has decided upon his attitude to 
the National Health Service it is his duty to explain to his 
patients what he thinks the Act will mean to them, and how, on 
their behalf, he has recorded his vote in the plebiscite, 

Whatever they may have read in their newspapers, it is our 
business, rather than the journalist’s—for we know more about 
it than he does—to present the case to our patients. They 
respect our views and value our opinion on subjects other than 
their personal health, and they will insist, at the present time, 
on hearing what we think of the Health Service. But we must 
make our case clear. Few of us are eloquent, and most of us 
shave difficulty in translating into words the sincere convictions 
in our hearts. Many of us will find ourselves unconvincing, or 
even inarticulate,,when we try to explain a situation so com- 
plicated by strife and political controversy to patients with whom 
our conversation is usually homely and humanitarian. 

It might be helpful if the various organizations which claim 
to represent the profession would issue a simply worded, short 
statement of what we should tell our patients. This should - 
cater for the needs of doctors in different localities, for what - 
the London doctor should say might not interest the inhabitants 
of John o’ Groat’s. Such pamphlets would therefore be better 
issued by local rather than central bodies of the various 
organizations. 

There may be some of us who do not need, and indeed may 
resent, such’ instructions. But whether or not we welcome 
assistance in doing so, let us all from now onwards dutifully, 
conscientiously, and sincerely tell the people, for it is their 
concern even more than ours.—I am, etc., 

London, W.1. P. M. F. BisHop. 


Socialist Says “No” | 

Sir,—I have campaigned in favour of a National Health Ser- 
vice since I entered medical school in 1932. It is therefore with 
some regret that I have to cast my vote against entering into 
service under the present Act, and for the benefit of Socialists 
who, like myself, have long desired such a service féel that I 
must communicate some of my reasons for so doing. 

First of all I see that the Act must lead fairly soon to a 
salaried State service, and that that in turn must lead, to direc- 
tion of patients as well as doctors. A Socialist service need not 
be a salaried service, for there are many methods of payment 
employed in a Socialist State better able to preserve professional 
freedom and the interests of the individual patient—e.g., organi- 
zation into doctors’ co-operatives, “ piecework ” (i.e., payment 
per item of service), or collective responsibility and a capitation 
payment without basic salary. 

Secondly, I am unimpressed by the ‘Minister’s arguments . 
against appeal to the Courts against a decision of the employing 
authority, a tribunal, or himself. It may be unprecedented for an 
employee to be able to appeal against a legal dismissal, but it 
is equally unprecedented for there to be only one potential 
employer (virtually) for the whole of any given trade or 
vocation, whose refusal of employment will within a very few 
years mean complete exclusion from earning a living by the 
practice of one’s only profession. In these circumstances one, 
cannot accept assurances of good will or of impartiality, but 


| 
ith the | 
Patho- 
rmary, 
lemon- 
ir. D. 
P. B. 
Dr, B. 
— 
nence 
yes of 
route. 
reatly 
2), is 
1 first 
e end 
) pro- 
thus 
fascia 
1,” as 
held 
in 
cause 
unded 
rusted 
inary 
rated. 
such 
hold 
ns of 
of a 
The 
cle in 
this 
‘kray, 
t and 
| 


310 Fes. 14, 1948 


CORRESPONDENCE 


must have a black-and-white right to appeal outside of and 
above the employing authority or its superior, the Minister. 
Especiaily is this so as Section 42 of the Act states only that a 
doctor must have the opportunity to appear before a tribunal 


but says nothing of the right to call witnesses or evidence, or to © 


have representation by counsel. Again, it might be the inten- 
tion, but would be better down in black and white. 

Thirdly, negative or positive direction is incompatible with 
individual freedom, Socialist or otherwise. Each of us must 
have the right in law to starve wherever we might choose to try 
to make a living, even though that right may never be exercised 
and we go where there is a vacancy to which we can be 
appointed. 

Fourthly, I see no good reason why doctors, who are in the 
- best and most literal sense “ workers by hand and brain,” and 
very hard workers at that, should be given compensation at 
retirement or death, when capitalist coalowners and transport 
shareholders are paid out immediately in convertible stock or 
cash. 

Finally, were I convinced I could sacrifice all these points | 
still could not enter into service under a man and a Ministry 
which has treated our elected representatives with a gross dis- 
courtesy and blank refusal to come to terms which if proffered 
by a capitalist board of directors to a shop-stewards’ committee 
would probably have led to industrial dispute. The Minister 
has said we are fruit ripe for the picking. Let us then offer 
him a raspberry.—I am, etc., 

Leigh-on-Sea, Essex. A. M. GOLDTHORPE. 


Whole-time Researchers and the Act 


Sin,—We, who are at present engaged in whole-time medical 
research, have been asked to vote on Question A of the plebis- 
cite and to state either that we approve orgdisapprove of the 
National Health Service Act, 1946, in its present form. If we 
reply that we disapprove, the implication to be drawn is that in 
greater or less measure we favour the campaign which is being 
conducted to prevent the Act being put into operation. Since 
we consider the campaign to be both ill conceived and undig- 
nified, and think that the proper approach of the medical 
profession should be to attempt to work the Act in a spirit of 
co-operation and to criticize and modify it at those points where 
in practice it is proved at fault, we cannot reply that we disagree. 

Although, therefore, we do not regard the Act as perfect, we 
are forced by the manner in which the question is put to give it 
our complete approval. We hope that others faced with a 
similar dilemma will do the same.—We are, etc., 

J. H. HUMPHREY. E. D. BaRLow. 
J. D. JupaH. N. B. MYANT. 


M.P.U. Members Resign 

Sin,—The recent circular letter W.128 dated January, 1948, 
issued by the M.P.U. will not commend itself to those who 
support the B.M.A. policy. The letter is signed by Mr. L. W. 
. Hefferman, and Drs. M. B. Bayly, Alfred Welply, and Alexander 
Crawford, but it has a familiar flavour reminiscent of the 
Minister’s recent circular. We are invited to co-operate in 
operating and perfecting the National Health Service Act. Does 
any doctor really believe that when we have once espoused the 
new Service we shall have any power to bring about those 
modifications which we feel to be essential in the interests of 
public and profession alike ? 

We the undersigned have to-day resigned from the M.P.U. 
It is to be hoped that all other members of that Union who do 
not endorse its policy will do the same.—We are, etc., 
B. McDOouGALL JOHNSON. 
TERENCE M. Doran. 


Tribute to Dr. Dain 


Sir,—It does seem a little odd that in the spate of letters 
appearing in the B.M.J. there has not been one word of thanks 
to the Council of the B.M.A. and its Chairman. I do not know 
him personally any more than I had personal knowledge of 
Mr. Churchill whom I trusted and endeavoured to follow in 
1940. Dr. Guy Dain’s fearless utterance seems to me to be in 
the Churchillian tradition. Both are Englishmen who know 
how to answer a bully—even if his power is theoretically 
irresistible—I am, etc., 

Ilford, Essex. 


Gosport, Hants. 


R. M. Noorpin. 


Alternative Service 


Sir,—I regard the plebiscite as a tragedy, in that the B.M.A. 
have lost the greatest opportunity they will ever see of getting 
for this country the health service it needs. We should not be 
voting pro or con for the Government Health Service. We 
should be voting either for the Government Service or for the 
B.M.A. Health Service. The B.M.A. could have proposed an 
amended service to which most doctors would subscribe, and 
such a weight of medical opinion would influence Press and 
Parliament, because it would be positive. If the vote against 
the Government Health Service is large, we are no further on— 
a negative vote cannot get us anywhere. I feel that the B.M.A. 
leaders are to blame for the present situation, and I should like 
to see a complete change in leadership, the present men being 
replaced by men with a capacity for looking forward as well as 
back.—I am, etc., 


Leeds, 7. R.A. Murray Scorr. 


An Alternative Wanted 


Sik,—Having listened to several eloquent addresses by leading 
members of the profession and read the many communications 
from the B.M.A., all upon the subject of the National Health 
Service Act, 1946, I completely agree with the advice given that 
the profession should refuse to operate the Government scheme 
with all its difficulties, doubts, dangers, uncertainties and un- 
satisfactory conditions. But one also feels strongly that there 
is something lacking in our professional position in that we 
have not presented to the public, to the profession, and to the 
Government of the day a clear, concise, concrete alternative 
scheme which the profession could and would unanimously 
operate to the advantage and satisfaction of all those of the 
community who desife to avail themselves of such a National 
Health Service. 

Surely after such a long and intense examination of the 
present Act it should not be beyond the ability of the profession, 
and of the B.M.A. especially, to quickly produce an attractive, 
acceptable, and workable alternative ; for without such the 
position of many by July 5, especially of the younger members 
of our profession, will be untenable. With all their best inten- 
tions to remain loyal, they will be faced with the choice of 
turning down what to many may be an attractive appointment 
with professional and domestic security in which to many the 
advantages will outweigh the disadvantages and against which 
they have no alternative except the suggested B.M.A. relief fund 
for a few weeks. 

If it is the desire of the country to have a National Health 
Service, let it be one designed by those who know the medical 
needs of the community and how best to supply them to the 
satisfaction of all concerned. Let us refuse to operate the 
present Act or any other scheme than that of our own design 
and provide the people with what they need, the profession with 
what they can unanimously undertake, and the Government 
with what they request—namely, a satisfactory, workable, 
efficient National Health Service. Let us leave the defensive 
negative attitude and take up an aggressively positive position, 
stating quite clearly that the country’s health requirements can 
and will be provided for by a National Health Service which 
the medical profession has designed and will operate, and by mo 
other, and demand that the Government implement its provi- 
sions, for the welfare of the country. Such an alternative 
scheme should be published as soon as possible, discussef, 
advertised, and if necessary voted upon before July.—I am, ete. 


Southport. E. CRONIN Lowe. 


Wanted : Alternative to Salary 


Sin,—Means must be found for the young doctor without! 
money to live during his first few years of practice. We all 
agree with the Minister in this aim, but many do not like the 
proposed means—i.e., the salary. Let us then suggest an alter 
native means. If the Council can put before the Minister an 
effective scheme whereby the young doctor can practise um 
burdened with debt, the Minister should be willing to accept 
it. And if the scheme does not involve public money there 
would cease to be any case for “direction.” In this way 
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of the largest bones of contention might be buried. Let the 
Council not delay. Let us show statesmanship, and hope that 
the Minister will do likewise.—I am, etc., 


Cobham, Kent. F. A. RICHARDS. 


Financing the Service 


sirn,—As the shadows of the Socialist prison-house begin to 
close around our profession it would be well if, in addition to 
propounding principles, we took a hard look at some economic 
facts. 

Even at the risk of appearing to accentuate the obvious, it 
must be pointed out that the National Health Service is not 
financially a self-balancing scheme. Contributions are collected 
and contractual obligations are entered into. Can the bargain 
be kept? It could, if the moneys were placed in a separate 
fund and that fund were sufficient to meet all claims. But this 
js not the case. Out of the £152 million which is the National 
Health Service budget, the sum of £32 million will be 
assigned out of Social Service contributions. The remainder 
will be a matter for Parliamentary vote, and may be revised 
with other Service votes according to the state of the country’s 
finances and the political complexion of the Government of the 
day. Can anyone say what either will be in ten years’ time ? 
No Government binds its successors, and no profession or 
group of citizens could possibly enforce any rights if the State 
is in default on account of its having promised more than is in 
its power to give. It is therefore important that the medical 
profession should preserve the right to practise within the total 
national income (say £8,000 million) and not within what 
may turn out to be an exiguous Treasury allowance, subject to 
popular vote. The Government “ pre-fab.” which we are being 
asked to enter may have a floor below which we cannot fall, 
but the ceiling may be zero. If inflationary finance is to be the 
order of the day we must see that we remain free to float up 
with the tide, not anchored to some “rond de cuir” and 
thereby placed at a disadvantage compared with the second- 
hand dealers, ice-cream vendors, and “ spivs.” 

It is difficult for an outsider to possess himself of sufficient 
red tape to measure all these financial matters, but it would 
appear that the Government estimate for the cost of the Hospital 
Service is £87 million. The present Hospital and Asylum Ser- 
vices are at the moment costing £60 million, and it would be 
reasonable to allow another 50% for extensions, making a sum 
of £90 million. Thus the budget is already exceeded before the 
staffs of voluntary hospitals have been paid at all. Has the 
cost of the payment of staffs, even on a modest sessional basis, 
ever been totalled up and included? I cannot think so. 

Similarly, the allowance for general practitioner, dental, 
ophthalmic, and pharmaceutical services is £45 million, whereas 
the estimate of Colin Clark (1935) is that £45 million a year is 
paid in fees alone to doctors and dentists. From the latter 
sum specialists’ fees should be deducted, as they will be charged 
to hospital services, but the cost of medicines, dentures, and 
spectacles (say at present N.H.I. figures multiplied by five), 
totalling perhaps £25 million, should be added. Thus a Service 
which might easily cost the Exchequer £70 million is to be com- 
pressed within a framework of £45 million, unless, of course, 
the balance can be juggled on to local rates by means of some 
variant of the well-known “ weighting formulae,” in which the 
number of illegitimate births is multiplied by the acreage of 
open spaces and divided by the number of earth-closets in the 
borough concerned. 

I would suggest, if Mr. Bevan is finally persuaded to go back 
to Parliament with an Amending Act, that this should include 
at least an attempt at a detailed budget. This surely would be 
well within the capacity of the Government Statistical Depart- 
ment.—I am, etc., 

Bournemouth. T. R. AYNSLEY. 
Compensation 


Sik,—I have read all the available circulars sent to me with 
reference to the new National Health scheme, but I have failed 
to find infermation bearing on certain very important points : 
(1) What compensation or alternative arrangement has been 
made for the services of a doctor's wife ? (2) What compensa- 
lion or alternative arrangement has been made for the use of a 
doctor's home ?—with special reference to (a) heating, (b) light- 
ing, (c) cleaning, (d) depreciation. (3) What arrangement or 


alternative procedure has been made for dispensing both 
privately and to panel patients ? 

Special reference might here be paid to the dispensing fee 
for panel patients. This fee, with the addition of purchase tax 
on certain drugs, has become inadequate, and the rural practi- 
tioner finds that he is very definitely subsidizing the National 
Health Insurance dispensing at the present time. 

(4) What arrangements have been made to compensate for 
telephone bills, which in a country practice can average £50 
annually ? (5) What arrangements has the Minister made for 
the supply and upkeep of Government vehicles for the practi- 
tioners in his new scheme ? 

All these items are and have been the sole concern of the 
general practitioner. It would be grossly unfair to expect him 
to shoulder these responsibilities without compensation.—I am, 


etc., 
Whalley, Lancs. CHARLES E. BROWN. 


*,* Dispensing is to be done by pharmacists or other 
authorized persons, not medical practitioners, except as ordered 
otherwise by regulation (N.H.S. Act, 1946, Sect. 39).—Eb., 
B.M.J. 


Remuneration in the N.H.S. 


Sin,—Though they do not affect matters relating to the 
coming plebiscite, the following facts should become known 
to the Negotiating Committee in any future arrangements they 
may be called upon to make. 

In the matter of remuneration under any Health Service it 
cannot be stressed too strongly that the same rate of capitation 
fee, or whatever method may be adopted, will not work in 
every district. Some districts are so constituted that it takes a 
long time to visit a few patients owing to distances. Other 
districts give the doctor a very hard day’s work for a small 
number of patients—for example, a district containing retired 
and invalid people who require constant care. In these areas the 
doctor will not be able to live. He may not have more than 
fifteen hundred patients on his list and an expense account of 
over £500. It is to be hoped that these points may have the 
attention they deserve.—I am, etc., 


Colwyn Bay. REGINALD R. HALSALL, 


Goodwill of Practices 

Sin,—The Times (Jan. 31), in a special and leading article, 
suggests that the disciplinary procedure proposed in the Act will 
act more fairly and more favourably towards doctors than if the 
right of appeal to the Courts against dismissal were granted. 
Have our legal experts been asked to consider this ? 

The Minister in his recent reply to questions put by the 
Lancet has stated that the inclusion of a general basic salary 
makes no difference to his power to institute by regulation a 
full-time salaried service at any time that may be contemplated. 
Have our legal experts been asked to consider this? Would 
our case not then be answered if it were agreed that no Minister 
could alter a basic to a full-time salary except with the future 
consent of the majority of the medical profession and of 
Parliament ? 

The case for the abolition of the sale of goodwill appears to 
rest on the financial difficulty to be faced by most doctors 
in buying a practice under present-day conditions, and the 
sentimental difficulty in justifying private commercial trans- 
actions within a wholly National Service. Something has to be 
done to meet these difficulties ; or I think our case falls on 
this particular issue. 

If all practices were registered with a Medical Practices Com- 
mittee or Subcommittee in each region, with up-to-date lists of 
practices, partnerships, assistantships, locum tenancies, and so 
on available, and backed by insurance companies or a medical 
fund, or both, then doctors could apply according to their 
own assessments of their requirements, receive financial aid, 
insure at reasonable rates, and be certain of the validity of the 
practices they seek to acquire. Thus the better features of 
goodwill could be retained, and the worst features of negative 
direction be removed. The Act at present gives to the Medical 
Practices Committee the power and favour of dispensing 
doctors in practices that may vary in income from £300 (sic) 
to over £3,000 per annum, as it is reasonable to suppose that 
most doctors, if they did not have to pay, would apply for the 
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higher-income practices, and a selection would have to be made. 
This procedure might have invidious repercussions, and it is 
doubtful if it would work so well as the present system. 
particularly if it could be modified on the lines suggested.—lI 
am, etc., 


London, N.8. G. W. M. MacKay. 


Ownership and Appeal 


Sir,—In view of the fact that the disposal of practices is one 
of the main issues in the present controversy, it is of interest 
to note that in the Questionary of ’°44 some 50% of the voters 
were of opinion that the sale of practices was undesirable. 
I know of one local study group which passed a resolution to 
the same effect. 

As regards the question of appeal from the Minister to the 
courts, I can only wonder why this has not been brought to 
a head long ago in connexion with doctors struck off the panel 
list and the Medical Register, as under existing circumstances 
they have no redress.—I am, etc., 


Leicester. E. J. O’SULLIVAN. 


“ Owners” and “ Workers ” 

Sir,—As a general practitioner who thoroughly approves of 
the technical aspects of the present Act, tolerates its finances, 
but abhors its administration, I wish to make the following 
point which has not so far received attention and which may be 
of some value when we are placing our case before the public, 
namely, that in the profession of medicine the “ owners ” and 
the “ workers” are one and the same person. In occupations 
which have so far been nationalized, such as the coal mines and 
transport, the avowed object has been to alleviate the lot of the 
downtrodden worker at the expense of his capitalistic owner, 
so that the consumer shall eventually benefit. The owner is 
abased ; the worker exalted and taken into partnership with the 
State. Such methods as this political theory demands cannot 
with justice be applied to general practice, where the same 
individual both owns his practice, sets out his daily target of 
work and carries it out, to stand or fall by his results as a 
worker, which is already the ideal of socialism—namely, a 
responsible worker reaping only where he has sown. The same 
argument holds good for other branches of the profession, and 
on this reasoning the Minister would be justified in asking us 
to be partners and colleagues, but is utterly wrong in expecting 
us to become his unthinking and obedient servants, as is implied 
by his blunt refusal to allow us to appeal to the ‘courts or. to 
elect the chairmen of our committees.—I am, etc., 

Cirencester, Glos. MATTHEW WESTWOOD. 


Freedom to Publish 


Sir,—The right to speak and publish freely is dear to all 
medical men whatever their political colouring. There is no 
doubt that on this issue the profession will always present a 
united front. But is this right really endangered by the National 
Health Service Act? Our status will not be that of Crown 
employees, and according to English constitutional practice a 
citizen may do anything within the law. As the law does not 
limit freedom of publication, we shall naturally enjoy that 
freedom. The Minister will of course be aware that if he 
attempted to limit it by regulation he would meet at any time 
in the near or the distant future with the most determined 
opposition. This opposition would take the form of mass 
resignations of the professional representatives on the regional 
boards and the executive councils, whose task it would be to 
enforce those regulations, and of a great public campaign. 

In my opinion the present attitude of the Council of the 
B.M.A. towards the Health Act shows a total lack of states- 
manship inasmuch as it tends to weaken public support for 
the medical profession in case we should be called upon in the 
future to defend concrete and read freedom. To safeguard for 
ourselves the public good will—and Mr. Colm Brogan (Jan. 31, 
p. 209) is in no way representative of the public at large—is a 
much more important task than opposing it now because of the 
fear of hypothetical dangers.—I am, etc., 


London, N.21. E. MONTUSCHI. 


*.” It is possible that our correspondent takes altogether too 
sanguine a view of the Government’s attitude to freedom of 


publication. In reply to a Parliamentary question recently Mr. 
Bevan said : “In so far as I am concerned there will be no 
restriction whatsoever in the National Health Service on publi- 
cation of scientific or clinical writings” (our italics). This May 
well imply that restriction will be placed on discussion of pro- 
fessional affairs in general. Such a ban already exists in the 
L.C.C. Medical Service. Free, responsible discussion of al] 
aspects of professional and administrative work in a National 
Health Service will be essential if it is to evolve efficiently — 
Ep., B.M.J. 


The Chain of Control 


Sirn,—Mr. Maurice Webb chides Lord Woolton because the 
latter champions individual enterprise which may lead to the 
development of monopolies and cartels. There is general agree. 
ment that such organizations can become antisocial. But with 
what does Mr. Webb intend to replace the monopolies? With 
State control. But once again the reins of power would be in 
the hands of the few. The plan in either case is the same. ff 
is merely a’ change of the men in command. Provided that 
they sincerely have the good of the many at heart all should be 
well. 

Any large-scale organization implies a chain of administrators, 
and a chain is as strong as its weakest link, be it the first, middle, 
or last. Many good plans have gone astray, not because of any 
defect in the plan itself, but because of a weak individual 
causing the whole chain of administration to snap. 

Although we are being asked to vote for or against a plan, 
we should remember that a plan is an abstract conception which 
needs men to make it concrete. Thus the task of deciding how 
to mark one’s plebiscite form is rendered very difficult. Cer- 
tainly it is a task to approach rationally rather than emotionally. 
—I am, etc., 

London, S.W.19. 


BRANDON 


The Act or Liberty 


Sir,—In the first place let me state that I am in favour of 
_a new medical service but that I am very definitely not in favour 
of any service in which the control is vested in one man, be 
he Minister of Health or a professor of medicine. We must 
remain free men, and medicine must be free from outside 
control. Any service must be administered by some central 
authority, but this must be a body on which 75% of the 
members are representatives of the various groups of medical 
men in the service. All disciplinary control should be vested 
in the General Medical Council, but appeal against their deci- 
sions should be allowed before an appointed court. 

Mr. Bevan, with the help of the left-wing press, is going all 
out to intimidate and hypnotize the profession. They say we 
have already lost the battle; they insinuate that we cannot 
withstand the economic effect of refusal to accept service under 
the Act ; they are in fact waging an energetic war of nerves, 
while we aré discussing the Minister's magnanimous reply to 
our efforts to negotiate with him. Our acceptance of service 
under the Act is not one of importance only to the present 
and future medical profession, it makes us individually and 
collectively the slaves of a dictator, pawns in a mad socialistic 
scheme for a Utopia which will eventually strangle British 
liberty, enterprise, and prosperity. The much-debated point 
concerning buying and selling practices, amount of capitation 
fees, etc., are relatively insignificant, obscuring the vital ques 
tion by their prominence in discussions. The vital question is, 
Are we going to allow one Socialist Minister to browbeat ou 
ancient and honourable profession into accepting servitude ?— 


I am, etc., 
Wetherby. S. T. PyBus. 


Direction under N.H.S. 


Sir.—In your leading article entitled ““ Money and Freedom” 
(Jan. 24, p. 153) you state that “the young man wanting to 
enter Mr. Bevan’s service . . . will be able to work only i 
areas which are under-doctored, and these areas, we are told 
by Mr. Bevan, are at present few in number.” However, Mr. 
Bevan has more than once stated that it is the over-doctored 
areas which will be few in number. This means that the young 
doctor wanting to enter Mr. Bevan’s Service will have the 
choice of most areas in the country. For example, Mr. Bevan 
in his “General Comments Addressed to the Individual 
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r,” Para. 12 (Supplement, Dec. 20, 1947), states that “ con- 

sent in respect of public practice will only be refused in those 

few areas where there is clearly no need for additional ‘ public’ 


practice.”-—I am, etc. 
Bradford-on-Avon, Wilts. 


The New Despotism 


Sir,—There are one or two passages in Lord Hewart’s book, 
The New Despotism, which are worth quoting at the present 
‘me. In the chapter on “Administrative Lawlessness” he 


said : 

“When it is provided that the matter is to be decided by the 

Minister, the provision really means that it is to be decided by some 

, of more or less standing in the department, who has no 
responsibility except to his official superiors. The Minister himself 
in too many cases, it is to be feared, does not hear of the matter 
or the decision, unless he finds it necessary to make inquiries in 
consequence of some question in Parliament. The official who 
comes to the decision is anonymous, and, so far as interested parties 
are concerned, is unascertainable. He is not bound by any particular 
course of procedure, unless a course of procedure is prescribed by 
the department, nor is he bound by any rules of evidence, and indeed 
he is not obliged to receive any evidence at all before coming to a 
conclusion. If he does admit evidence, he may wholly disregard it 
without diminishing the validity of his decision. . . . 

“To employ the terms administrative ‘law’ and administrative 
‘justice’ to such a system, or negation of system, is really grotesque. 
The exercise of arbitrary power is neither law nor justice, adminis- 
trative or at all. The very conception of ‘law’ is a conception of 
something involving the application of known rules and principles, 
and a regular course of procedure. There are no rules or principles 
which can be said to be rules or principles of this astonishing variety 
of administrative ‘law,’ nor is there any regular course of pro- 
cedure for its application. .. . 

“ The public official is not independent. As a Civil Servant, he is 
liable to be dismissed at any time without notice, and without any 
enforceable right to compensation. One would have thought it per- 
fectly obvious that no one employed in an administrative capacity 
ought to be entrusted with judicial duties in matters connected with 
his administrative duties. The respective duties are incompatible. It 
is difficult to expect in such circumstances that he should perform 
the judicial duties impartially. Although he acts in good faith, and 
does his best to come to a right decision, ,he cannot help bringing 
what may be called an official or departmental mind, which is a 
very different thing from a judicial mind, as anybody who has had 
any dealings with public officials knows, to bear on the matter he 
has to decide. More than that, it is his duty, as an official, to obey 
any instructions given him by his superiors, and, in the absence of 
special instructions, to further what he knows to be the policy of his 
department. His position makes it probable that he should be 
subject to political influences. .. . 

“Save in one or two instances, none of the departments publishes 
any reports of its proceedings, or the reasons for its decisions, and 
as the proceedings themselves, if any, are invariably held in secret, 
even interested parties have no means of acquiring any knowledge 
of what has taken place, or what course the department is likely to 
take in future cases of the same kind that may come before it. A 
departmental tribunal, is, however, in no way bound, as a Court of 
Law is, to act in conformity with previous decisions, and this fact is 
commonly regarded as one of the reasons for the policy of secrecy. 
Others may think that the department is afraid to disclose incon- 
sistencies and a want of principle in its decisions. . . . It is a queer 
sort of justice that will not bear the light of publicity.” 

The profession would indeed be mad if it accepted service 
with the right of disqualification remaining solely in the hands 
of the Minister, which in effect means the hands of an anony- 
mous official. You express in your leading article (B.M.J., 
Jan. 17) the reality of fear which some may have in refusing 
service under the Act as it now stands. The Minister has 
handed the velvet glove to the consultants: to the general 
practitioners he has revealed the cloven hoof.—I am, etc., 

Nottingham. PHILIP TURTON. 


R. L. OSMASTON. 


What Might Have Happened 


Sik,—Few of the cases of exclusion of doctors from employ- 
ment, following the introduction of the National Health Service 
in 1865, have aroused as much interest as that of Joseph Lister, 
formerly Regius Professor of Surgery at Glasgow. 

Rising to answer a question by the Member for the Scottish 
Universities, the Secretary of State for Scotland stated that he 
had fully confirmed the findings of the Regional Hospital Board, 


and that the petition from the patients of Mr. Lister had 
received most careful consideration, but it must be realized that 
uninformed persons were apt to attribute a recovery to the 
surgeon’s skill, whereas Nature and a strong constitution had in 
fact wrought the result in spite of the ill-advised efforts of the 
medical attendant. 

In view of the implications of this case and the fact that Mr. | 
Lister was English and qualified in London, the Minister of 
Health had been fully informed of this matter and had taken 
the advice of senior surgeons in London, who had all declared 
that the use of carbolic acid, since it prevented the formation 
of laudable pus, was inimical to the patient. As evidence of 
their unbiased frame of mind these surgeons had experimented 
with carbolic acid, one having placed bowls of the acid around > 
his wards, and another had even injected a quantity into an 
abscess, but the results had on all occasions been detrimental. 

The Minister of Health then rose to say that he was proposing 
to introduce regulations making the use of carbolic acid and 
similar substances, loosely described by Mr. Lister as “ anti- 
septics” (whatever that might mean), illegal, and already a 
regulation had been issued making his sanction obligatory be- 
fore any deviations from standard accepted treatment were 
employed by specialists or general practitioners. On being 
asked by an Opposition Member if he (the Minister) was aware 
that Mr. Lister had been accorded a public ovation on his 
arrival in® Amsterdam, where he was working, the Minister 
replied, “Some people will do anything to obtain notoriety.”— 


I am, etc., 
London, S.W.1. J. C. Watts. 


National Health Service 

Sir,—The profession, to judge from correspondence, is clearly 
dissatisfied with the N.H.S. Act as it stands. Fear of capital or 
income loss may drive some—as Mr. Bevan hopes—into the 
Bevan net. Older practitioners know from experience that when 
dealing with the Minister or Ministry of Health nothing must 
be left to chance if the practitioner is to hold his own—and in 
this Act as it stands many things are obscure. As there can be 
no Service without us—law or no law—it seems we have the 
right to demand such terms in that Service as shall;make it 
acceptable to the majority of the profession. There is a way 
within the law whereby that desirable result can be attained 
without incurring the risk of capital loss which many fear. I 
suggest as follows : vi 

1. That we all sign on for the appointed day, and so qualify 
for compensation (as the law stands). 

2. That we all sign an undated resignation from the Service 
and send it to the B.M.A. negotiators for dating and dispatch to 
the Ministry the day after the appointed day. This would entitle 
us, according to the law as it stands, to obtain immediate cash 
for our goodwill, should that become necessary. 

3. We would then proceed to treat all patients on a cash basis 
per item of service—a form of service which both doctors and 
patients, but not bureaucrats, approve and prefer. ' 

4. Having kept to the law and obviated the fear of capital 
loss, our leaders could then negotiate such terms of service 
(including the retention of goodwill of practices) as we require. 
It will then be the Minister’s turn to come to heel.—] am, etc., 


Tyldesley, Manchester. Percy GONSALVES. 


*Pathies in a State Service Bi 


Sir,—In a letter dated Aug. 21, 1943 (p. 243), I tried to draw 
attention to the danger that a whole-time State medical service 
could be forced by Parliament to accept osteopathy, homoeo- 
pathy, and other practices not accepted by the profession on 
scientific grounds. I have seen no satisfactory reply to this, 
which is a good example of the way in which loss of the non- 
State half of the medical profession would weaken it as a 
whole. Perhaps a majority of members of Parliament have 
direct or indirect evidence of the symptom-removing power of 
the magician where medical science has failed. We can hardly 
blame the layman for thinking that removal of symptoms is the 
whole thing and acting on his beliefs. Is it not the profession 
alone that should be in a position to decide what its ranks 
include and exclude? The profession must actively support 
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the right of the unqualified practitioner to practise, on his own 
responsibility, at the same time absolutely protecting itself from 
the possibility of having its beliefs warped by political pressure. 

Letters to the Press have substantiated my belief that this 
threat is not to be lightly dismissed—witness The Times of 
Jan. 31: 

Another point which concerns me closely is the position of 
homoeopathy. Over a million people in this country prefer to be 
treated by homoeopathic practitioners, and this has so far been 
largely denied them by the medical profession which is hostile to 
this method. Will a National Health Service take steps to secure 
for this very large number of people the qualification and training 
of enough doctors to satisfy their needs ? (From J. R. Sandy, 
Romford.) 


Perhaps there is an official B.M.A. attitude to this matter.—l 


am, etc., % 
London, W.1. D. W. WINNICOTT. 


The Family Doctor 


Sir,—What’s really at stake in the Act? We know that 
ostensibly it is to provide everyone with medical needs, but 
the things involved—double the doctors and nurses, double the 
accommodation, in order that thousands of Britons ailing with 
tuberculosis, ulcer, cancer, and other ills receive promptly the 
treatment whose efficacy depends on early rendgging—these 
tangible things are not forthcoming, nor will thee suddenly 
appear on July 5. The only significant content of the Bevan bag 
will be the tax. 

While with steadfast hope we await the delivery of the goods, 
whether from this or succeeding Governments, something less 
materialistic in the realm of medicine yet ranking high in the 
community is jeopardized by the Act. It is nothing less than 
that symbol of the spirit of succour—the family doctor—who 
has given not only prescription but counsel in life’s intimate 
problems and comfort to hearts in anguish. Medicine may not 
be pleasant whether from the doctor’s house or the dispensary, 
and operations are worse, but we all regard with affection and 
high esteem a friendly and unfailing figure in our midst to 
whom we can always resort in time of trouble, which sometimes 
supervenes in the small hours and on Sundays. The spirit he 
embodies is neglected in this Act, in which obtrude forms and 
statistics, rigid regimentation of services, and rewards that are 
automatic. These are alien to the atmosphere of freedom and 
spontaneity that has characterized medical practice, favours the 
expression of ideals, fosters a feeling of common humanity, 
and encourages enterprise. 

It is the intangible service of the family doctor that has 
endeared him to us, and the fate of a guide, philosopher, and 
friend that is at stake in the present issue. Our fight is for the 
common weal in the battle with Bevan’s Act.—I am, etc., 


Bristol. A. WILFRID ADAMs. 


Finance and Public Spirit 


Sir,—Mr. St. George B. Delisle Gray (Jan. 31, p. 218) writes : 
“ The overriding factor must be finance,” but concludes with the 
high-sounding words, “Let us . .. show ourselves men of 
public spirit with our patients’ (as opposed to our own vested) 
interests at heart.” He cannot have it both ways. He seems 
more concerned with his own “vested interests” than the 
public spirit he extols, for if he considers the Act a good one 
there is no point in his letter, but if he considers it a bad Act 
surely, as a public-spirited doctor, he will oppose it even at risk 
of his capital assets, just as the majority of his colleagues are 
prepared to do. 

The fact that failure to join the Service on July 5 will entail 
loss of compensation is the very negation of the freedom to 
choose given to every doctor and made so much of by Mr. 
Bevan. 

What sort of heritage is he prepared to hand on to the future 
if he “ cannot afford ” to stand by the principles of a profession 
with a record of service to the community second to none ? 
This talk of “ public spirit” as a reason for accepting some- 
thing we do not like is merely an excuse for not taking a stand 
which may cost us some serious loss if we fail. No cause was 
ever worth fighting for which had no risk attached.—I am, etc., 


Rotherham. ALAN TAYLOR. 


\ Fighting Points 

Sir,—It appears to me that the B.M.A. is making its stand 
against the Minister of Heaith on a platform composed of four 
planks, two of which are rather rotten. Surely it would be 
sensible to cut away the weak, wood and take a much firmer 
foothold on the sound planks. To deal with the rotten ones 
first : 

1. The right to sell the goodwill of practices.—Our freedom 
is no more taken away from us by the abolition of 
this than the freedom of the railway, shareholder or the 
coal-mine shareholder has already been taken away from him, 
The idea of nationalization is accepted as a political entity, 
and to oppose it is to introduce a political element into the 
discussion which is undesirable. Also, the retention of this 
“plank” makes the general public think we are merely 
interested in our financial arrangements. 

2. Negative direction.—This is a catch-phrase and is largely 
meaningless. “ Negative direction” exists at present and has 
always existed—apart from “squatters.” You cannot buy a 
practice in the place of your choice unless there is one for sale. 

The main point on which we should take a firm stand is our 
opposition to State medicine—not on political grounds but the 
reverse—because it is political and Medicine is not. If politics 
are introduced into Medicine by us or by anyone else the 
result will be the same—a lowering of the standard of Medicine 
in this country. 

And, finally, in the interests of ail free men we should fight 
for our right to appeal to the courts on matters of dispute —| 
am, etc., 

Hatfield, Herts. KENNETH C. Hutcuin. 


State Medical Servants 


Sir,—There is good reason to believe that the whole-time 
salaried State Medical Service is only just around the corner— 
probably not more than two years after the inauguration of 
the “Capitation cum Basic Salaried Service.” My reason for 
saying this can be readily demonstrated. 

New entrants to the Service will receive £300 per year, and 
be directed by Mr. Bevan’s Central Committee to “squat” in 
various towns and country areas. Many will find life difficult, 
because the early years spent in waiting for patients are always 
tedious and depressing through idleness, no matter how zealous 
for work one might be. A few will be lucky and fall into dead 
men’s shoes and rapidly earn three or four times as much as 
their less fortunate colleagues who sit and wait. It will be 
natural for these unfortunates to complain to the Minister and 
to all the Socialist M.P.s that they are just as good as the lucky 
ones who by accident of circumstance are doing so well in the 
new Health Service. No purchase money having passed, the 
rewards must be equal in Bevan’s bountiful vineyard. 

This will indeed be the signal for Mr. Bevan to introduce his 
State salaried service with equal remuneration for all according 
to length of service, irrespective of ability, popularity, or keer 
ness for work in general practice. When incentive is destroyed 
and remuneration is not made in proportion to the amount of 
work done the doctor will be forgiven if he adopts the tone and 
mood of Mr. Bevan as shown to the General Practices Com 
mittee, and frowns upon the patients who come to see him 
under State serfdom. This will at least be in keeping with the 
long-established Socialist doctrine of more pay for less work.— 


I am, etc., 
Slough. N. C. HyPHER. 


Trade Union Comparison 


Sir,—On reading the voluminous correspondence and in dis 
cussing the N.H.S. with friends and colleagues, one has the 
strongest impression of confusion, a lack of unanimity and 
even of understanding in our ranks. The ethical and financial 
aspects do war with each other in many minds. The B.M.A’s 
five points of objection are by no means all acceptable to all 
doctors. The denial of the right of appeal is, I believe, the 
only one on which there is full agreement. 

Is it too late to take a simpler view, and one which would be 
expressed in language understood by Mr. Bevan, who is, after 
all, a politician and a Socialist and not a medical practitioner? 

1. We will not tolerate his dictatorial attitude. We are ready 
and willing to negotiate. No negotiations means no N.HS. 
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2. Payment should be in accordance with accepted trade 
jon standards. A miner can earn 5s. an hour in his 40-hour 
week, and the time includes “ travel.” At a comparable rate a 
GP. js worth 10s. an hour, and we might work a 60-hour week. 
Overtime is paid at time and a half, so that any time on duty 
over the 60 hours would bring in 15s. an hour. 
3, Full trade union rights and privileges—i.e., a position in 
which Mr. Bevan would have to negotiate.—I am, etc., 
E. P. Jowett. 


Okehampton, Devon. 


‘Unity of Profession 


sir,—There have been a number of letters recently on this 
subject, but it is one I fear that the profession has not con- 
sidered adequately. Whether we decide for or against service 
under the present Act, unity must be something much more real 
than it is at present. If the Association decides on a line of 
action, all must follow or we shall never have any protection in 
the future. It is no use one man supporting the Association 
and three others down the street following the Government. 
You will say such a condition could not arise, but it is quite a 

ibility in certain areas. 

Resistance and support for the Association must be organized, 
as in a military campaign, before we can bring about a suc- 
cessful issue. A proper liaison must exist between the doctors 
in each locality, who must support each other. If we do not do 
this we shall face a repetition of 1911. With an energetic and 
thorough organization now, many waverers will realize the 
benefit and necessity of the Association and will fall in line with 
the rest, and we shall succeed in preserving the future of our 
great profession. 

A number of well-organized large centres of resistance are 
more likely to succeed than the method of Jaissez-faire, which 
is doomed to failure.—I am, etc., 


Aberdeen. H. D. N. MILLER. 


Covenant between Doctors 


Sin —If the issue between the Minister and the profession 
were on principle alone the vast majority of practitioners would 
not accept service under the Act. It is the financial side which 
will cause many G.P.s and others to waver, and some to accept 
service. If we can, therefore, settle the fears of financial loss 
we shall have a much stronger front to present to the Minister. 

The two ways in which the G.P. may lose if he does not 
accept service are, first. by the loss of the investment by which 
he bought his practice, and, secondly, by the loss of patients 
(and income) to any doctor in his neighbourhood who may have 
accepted service. The first cause of loss can only be avoided 
by the defeat of the Act as a whole, or by an amending clause 
to compensate the G.P. whether he enters or not, or to legalize 
the sale and purchase of practices—that is, by the concerted 
action of the profession as a whole. The second fear can only 
be removed by action of local groups of doctors. I suggest, 
therefore, that at local meetings of G.P.s and others we each 
sign an undertaking not to accept as a panel patient for, say, 
one year any patient of any other doctor in the neighbourhood 
without his previous written consent, indicating specific sums as 
liquidated damages in the event of violation of the agreement. 
This would effectively prevent any doctor in the scheme from 
enriching his practice at the expense of those who elect to 
remain outside. Even the most partisan upholder of the new 
Health Scheme could scarcely oppose such an agreement, as the 
normal free choice of doctor remains undisturbed. 

Whatever our feelings towards the Act, we must not be 
divided by fear or suspicion. United, we can achieve a fine 
Health Service for the nation, and freedom and independence 
for ourselves. Divided, we will expose ourselves and our 
patients to a degree of bureaucratic control which is terrible 
to contemplate.—I am, etc., 


Conway. D. CRAWFORD LITTLE. 


Yes 


Sir,—At a recent meeting of the local B.M.A. I unconvincingly 
and most half-heartedly voted “ with the crowd ” condemning 
the Health Act in its present form. From accounts of other 
Meetings and the reports in the correspondence columns, this 
‘|meeting appears to be characteristic of the general opinion. 


The differences expounded from all quarters are in reality only 
minor aspects of the Act as a whole, differences which can be. 
better solved from within the Service than from without— 
“ growing pains ” that will improve with development. 

After careful reflection and consideration I am now convinced 
that on the appointed day I shall enter the Service, as should 
all other practitioners with a sense of moral obligations to the 
State.—I am, etc., 

Menai Bridge, Anglesey. O. VAUGHAN JONES. 


The G.P.’s Wife 


Sir,—Many correspondents have pointed out what the 
ultimate loss of goodwill, which the N.H.S. Act in its present 
form entails, will mean to us professionally. 

From a domestic point of view there are difficulties which 
cannot be overlooked and which will affect most intimately 
that long-suffering individual the general practitioner’s wife. 
Suppose that service under the present Act, or an amended Act 
with loss of goodwill, were accepted. An adequate number of 
Health Centres cannot be provided overnight on July 4, and | 
we will run the practice from existing surgery accommodation. 
In cases where the surgery is attached to the residence, the 
practitioner’s wife at present pays, out of her housekeeping 
allowance, domestic help which is essential for surgery cleaning 
and answering door-bell and telephone, etc. Who will pay for 
this if goodwill is lost ? If no domestic help is available, these 
chores still have to be done and she does them herself—now ! 
Will she be so willing to do these things for “ the State ”? 

Take the goodwill away and the practitioner’s wife has no 
interest in the practice, so that under a full-time State scheme 
the Minister must be prepared to provide and pay a legion 
of surgery cleaners and attendants. Why should a “State 
doctor’s ” wife be expected to have any more interest in the 
surgery than a Civil Servant’s wife has in her husband’s office ? 

In the event of her husband’s death a practitioner’s widow 
will at present cater for and provide accommodation for a 
locum tenens until it is possible to dispose of the practice plus 
goodwill. With loss of goodwill, can she be expected to make 
these provisions for a locum in a practice in which she has no 
interest ? 

From the domestic point of view the N.H.S. Act encounters 
numerous obstacles, of which I have mentioned a few, which 
must affect the majority of general practitioners to some extent. 

The doctor will not strike, but if goodwill is lost on July 5 
the general practitioner’s wife probably will.—I am, etc., 


Ferryhill, Durham, R. CHESNUTT WILSON. 


Test of Death 


Sir,—The ophthalmoscopic sign of death—segmentation or 
fragmentation of the blood column in the retinal vessels—as 
described by Dr. E. A. Harris (Jan. 31, p. 226), may occur at the 
very instant of death, when the heart stops beating. : 


Fifty-six years ago (1892), when house-physician at St. Bartholo- 
mew’s Hospital, I had the following somewhat startling experience. 
During the night another house-physician asked me to see a patient, 
who was comatose. I wished to examine the fundus oculi with an 
ophthalmoscope which I had with me; it was quite easy to see the 
disk and retina) vessels. Suddenly, while I was examining, segmenta- 
tion of blood columns occurred: the patient was dead. After that, 
when called by nurses to confirm the death of patients, I had 
opportunities to make ophthalmoscopic examinations, and still have 
my notes on what I observed. 

The broken blood columns were superficially not unlike the seg- 
mented mercurial column which sometimes occurs in a thermometer 
or in a (too thin) manometer tube. In 1892 I also noticed that the 
blood column segments could be moved forwards and backwards in 
the retinal vessels by intermittent pressure on the chest, somewhat 
like that in artificial respiration; this has apparently not been 
noticed by others. The segmentation of the blood columns did not 
always occur, at least not at once after death; for in certain cases 
I failed to find any segmentation while the cornea was still not 
sufficiently clouded to prevent the fundus being seen. In one case 
I noted that there was already distinct segmentation, the heart having 
ceased to contract, though the patient unexpectedly breathed once 
again while I was looking. 


The sign by itself cannot of course be actually patho- 
gnomonic of death. In true embolism of the central artery of 
the retina segmentation of retinal blood vessels may doubtless 
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occur at the moment of the arterial occlusion, just as it may 
occur immediately when the heart ceases to contract at death ; 
though it is unlikely that anyone has been making an ophthal- 
moscopic examination precisely when the central retinal artery 
became occluded. One may here ask, when segmentation of the 
retinal blood columns occurs (together with cessation of the 
heart’s action), what would happen to the eyes if in an excep- 
tional case the heart was successfully induced to contract 
normally again. 

Since 1892 I have made no further observations myself, but 
a good deal of literature has been published, notably by M. H. 
Kahn (1913, 1924). After Dr. Kahn’s work I published some 
short notes of my 1892 observations (1925).—I am, etc., 


F. PARKES WEBER. 


London, W.1. 
REFERENCES 
Kahn, M. H. (1913). Med. Rec., N.Y., 83, 801. 
—— (1924). Amer J. med. Sci., 1 890. 


Weber, F. Parkes (1925). Trans. med. Soc. Lond., 48, 252. 
—— (1925). ,Med. Pr., 170, 211. 


Sir,—Dr. E. A. Harris (Jan. 31, p. 226) makes reference, under 
the above title, to the appearances which may be seen in the 
retinal vessels after death, and observes, “ I am not aware that 
this sign has been described.” He will find it, and some,of the 
other signs to be seen in the eye at death, in my book Medical 
Ophthalmology (2nd edition, 1925, p. 54), where reference is 
also made to earlier observations of Usher. 

Dr. Harris’s description of the at first finely granular appearance 
of the blood, becoming of a grosser texture later—a stage at which 
Usher believes individual corpuscles are visible—and, before move- 
ment ceases, the breaking up of the column. of blood into small 
blocks separated by clear spaces, the so-called “cattle truck ” 
appearance, is of course accurate ; he does not make it clear, how- 
ever, that this is a description of the veins only. The arteries are 
quickly emptied of blood in a reversed direction—i.e., towards the 
heart—and are reduced to fine threads which are seen with difficulty. 
The optic disk becomes white owing to its bloodlessness. 

The eye becomes soft, owing to the stoppage of its blood supply, 
a phenomenon which can be easily demonstrated in the living 
subject by pressure on the carotid in the neck against the carotid 
tubercle. After ten»minutes or so the cornea loses its transparency 
so as to prevent further observation. 

I wonder whether one would find these changes in progress 
of development in patients who, being near to death, complain 
of all having gone black before them.—-I am, etc., 

Salisbury, Wilts. R. Foster Moore. 


Localization of Deep Pain 


Sir,—I welcome Dr. J. B. Harman’s most interesting paper 
(Jan. 31, p. 188) first as a valuable contribution to this problem, 
and secondly since it supports certain views which I put forward 
some years ago in an article which may have escaped Dr. 
Harman’s attention (Journal, 1942, 1, 543). I had always re- 
garded with scepticism the prevalent theories on so-called 
“referred” or “radiated” pain, false localizations, etc., and 
expressed’ my belief that certain pains, such as appendicular 
colic, diaphragmatic pain, etc., are projected to a precise posi- 
tion rather than to a particular tissue, as claimed by Mackenzie 
and others. At the same time I wrote, “ One suspects that some 
of those interested in this problem believe that if they knew 
* precisely’ or ‘ accurately’ which tissues to anaesthetize in the 
painful area they could by induction of block anaesthesia pre- 
vent or abolish this so-called ‘ referred pain.’ They will never 
succeed : they might as well try to anaesthetize the original 
position of the foot of the amputee who complains of pain in 
his lost foot.” 

I believe there is but one system of pain nerves, all of which 
have the same inherent physiological properties whether carried 
to the tissues by somatic or autonomic nerve pathways. They 
all respond to-the same kind of stimuli, but vary in their degree 
of excitability. The intestine has a sparse supply of pain 
afferents, therefore a weak stimulus applied to a small area may 
not evoke pain. A strong stimulus—for example, sudden acute 
distension of the gut—will produce pain because a comparatively 
large number of pain afferents are involved, and more readily 
in certain conditions which lower the threshold. 

My view as to why pain may be localized at a distance from 
the issue in which it is produced is a simple one : I believe that 
loca'ization of pain (and other sensations) is, like function, pre- 


determined by anatomical structure. The question is, At what 


stage of development are future functions, future Sensations, ° 


and future localizations determined ? I should sa 

to the generally accepted view, that the process is : aon oa 
progressive one, that the reference map in the sensorium ; 
completed at an early stage of embryonic life, and that—as far 
as the deeper structures are concerned—the map remains con- 
stant and unaltered since there are no channels through which 
the brain can be “re-educated.” That is the basis for m 
belief that pain produced in an organ which has migrated Ae « 
its primary relative position, and which has not acquired an 
additional nerve supply in its secondary or permanent Position 
is invariably localized in the primary relative position of that 
organ. Familiar examples of this rule are appendicular colic 
testicular pain, diaphragmatic pain—all localized in the earl , 
embryonic position rather than in the permanent one. On ~- 
other hand, renal pain is located in the permanent position and 
not in the pelvis from which the kidney migrated. Here one 
assumes that the kidney acquires its nerve supply, like its blood 
supply, at a late stage of development. 

All medical students know the permanent positions of the 
abdominal organs, but very few realize that it is equally im- 
portant to know the embryonic positions if logical and accurate 
diagnoses are to be made. I was gratified to note that in an 


article on the subject of acute abdominal emergencies Ogilvie 


stressed the importance of the embryonic position. —] 
am, etc., 


Dundee, F. R. Brown. 


REFERENCE 
Ogilvie, H. (1947). Practitioner, 158, 2. 


Trichlorethylene in General Anaesthesia 


Sir,—I should like to draw attention to one or two points j 
Dr. Gordon Ostlere’s excellent summary (Jan. 31, p. 195) of | the 
role of “trilene ” in general anaesthesia. I agree with him that 
it is high time that the safety of this drug should be recognized 
and that comparisons with the dangers of chloroform, presum- 
ably because of their similarity in chemical structure, be 
abandoned. Although so alike in chemical and physical ‘pro- 
perties, there is very little similarity between the two in the 
type of anaesthesia which they produce, and I see no reason 
why the dangers of the one should be ascribed to the other 
I am in agreement with Dr. Ostlere in never having seen any 


case of collapse attributable to trichlorethylene during a long — 


series of administrations of the drug. 


Providing that its limitations are recognized, trichlorethylene is 
a most useful drug ; but its greatest drawback is that it has little 
or no place in abdominal surgery owing to the poor muscular relaxa- 
tion obtained. Dr. Ostlere states that trichlorethylene may be used 
for almost all operations outside the peritoneal cavity, but never- 
theless advocates its use in conjunction with curare for abdominal 
operations. I agree that trichlorethylene alone is useless for 
abdominal ‘surgery, but even in conjunction with curare it presents 
certain disadvantages. First, I found that larger and more frequent 
doses of curare are necessary in combination with trichlorethylene 
than with thiopentone, cyclopropane or ether, giving rise to the 
dangers of prolonged post-operative curarization. The other obvious 
disadvantage of using curare in conjunction with trichlorethylene 
for abdominal operations is that one is debarred from using the 
closed circuit, which renders artificial respiration or ‘“ boosting” of 
breathing difficult, should this be necessary. 

I have found that induction with thiopentone abolishes or mini- 
mizes many of the undesirable effects of trichlorethylene anaesthesia, 
such as tachypnoea; and I have never encountered cardiac arrhyth- 
mias in any case induced with thiopentone. Again, a greater 
degree of muscular relaxation can be obtained with the sequence 
thiopentone, nitrous oxide, oxygen, and trichlorethylene, than 
with nitrous oxide, oxygen, and trichlorethylene alone. With- 
out the preliminary use of an intravenous barbiturate, anaesthesia 
with nitrous oxide, oxygen, and trichlorethylene alone may prove 
most unsatisfactory in the case of a muscular subject; tachypnoea 
may develop: rapidly and muscular rigidity may occur which no 
amount of juggling with the proportions of gas, oxygen, and 
trichlorethylene may serve to abolish. Again, associated with this 
muscular rigidity there may occasionally occur isolated movements 
of a limb, usually athetotic in type, which may persist until a change 
is made to some other anaesthetic agent. 


Much has been written in these columns recently of the con- 
vulsive properties of thiopentone ; not only will trichlorethy- 
lene obviate these tremors and “ shudder reflexes ” as readily as 
any other volatile anaesthetic, but none of the abnormal move- 
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ments occasionally associated with trichlorethylene may be ex- 
ted to occur following induction with thiopentone. In this 
respect, therefore, the two are complementary in action. I feel 
that this point has not been sufficiently emphasized and strongly 
recommend that the administration of trichlorethylene with gas 
and oxygen be preceded whenever possible by intravenous thio- 

ntone ; in this way most of the undesirable side effects of 
trichlorethylene are eliminated and a smooth anaesthesia ob- 
tained with little post-anaesthetic vomiting.—I am, etc., 


Romford, Essex. HERINGTON. 


Natives of the Tropics 


Siz,—It seems a pity at such a time to raise a century-old con- 
troversy, but since it has been raised I hope that I may be 
permitted to relieve a repression of at least thirty years’ dura- 
tion. Up toa point I can agree with Dr. M. V. Chari (Jan. 17, 
p. 126); nine times out of ten it is better to say “Indian” 
instead of “native.” For example, a few years ago my repres- 
sion was threatened with one of its periodic exacerbations, 
which as far as I remember I was able to sublimate in an 
editorial footnote, when in a case report on a patient in the 
old Tropical Diseases Hospital in Endsleigh Gardens a dis- 
tinguished physician wrote, “ The patient was a native (stop).” 
The logical interpretation of such a statement was that he was 
a native of the locality in which he was being treated—that is, 
of the Euston Road or at least of London—but there was other 
evidence against this interpretation. It was a matter of con- 
siderable interest whether the patient was in fact a native of 
the Euston Road or of Sierra Leone, of Chittagong, of Singa- 
pore, or of Canton, but the reader was denied this information 
by the writer’s slovenly use of the word “native.” This is a 
common failing of British writers which, with Dr. Chari, | 
deplore, but apparently for a very different reason. 

But to return to Dr. Chari’s example: “ The natives suffer from 
beriberi more often than the Englishmen.” The context of this 
example is not given, but the wording—the use of the article and 
the word Englishmen—is such that I would be surprised to hear it 
from the lips (or read it from the pen) of any Englishman, unless 
of course it referred to a particular group of persons or to a 
particular place, when the sentence would be beyond criticism. 
Robbed of its articles, as Dr. Chari possibly heard it, it is cer- 
tainly a slovenly and meaningless sentence. But would it be 
improved by the substitution of the word ‘“ Indians” for “ natives,” 
if the speaker were not more specific and did not explain whether he 
meant Indians of the North-West Frontier Province, or Indians of 
the Northern Circars in Madras, or even North American Indians ? 

Dr. Chari continues, ‘‘ When an Englishman therefore uses the 
word ‘natives’ he should by right refer to the natives of England,” 
which of course he does a thousand times every day, except that 
he may be more specific and say “of Rochdale,” “ of Yorkshire,” 
or “ of Devon.” When an Englishman refers to Sir Patrick Manson 
as having been a native of Aberdeenshire or says that Mr. Jones 
has returned to Merthyr Tydfil, of which he is a native, he does not 
use the word “ native ” with ‘‘ contemptuous reference.”” The choice 
of the word neither indicates arrogance in the user, nor does it 
engender a “ spirit of hatred’ in the Scots or the Welsh. 


A characteristic ‘of the British rule in India was the respect 
shown for the religious and other prejudices of the natives of 
the country. During my sojourn of 26 years in India I respected 
their ridiculous prejudice against the word “ native” and when- 
ever possible substituted the horrible expression “ indigenous 
inhabitant.” India is no longer under British rule, and Indians 
should be proud to be natives of their free and independent 
country, whether it is India or Pakistan, as I am of mine. I 
therefore no longer feel compelled to inflict psychological 
trauma on myself by writing “indigenous inhabitant,” and 
have ceased to do so. 

A native of Preston (and proud of it), I am, etc., 

L. EVERARD NAPIER. 


Prickly Heat and Tropical ASthenia 


Sik,—Because the Journal reaches remote places, I would 
like to qualify in part your annotation (Nov. 15, 1947, p. 779) on 
my paper.’ 

The “lipoid response” is a most interesting phenomenon in 
that it sheds light on the important role that lipoids play in 
rendering the stratum corneum permeable to the skin secretions, 
especially sweat. However, your annotation does not make it 


clear that the response is elicited in the late anhidrotic phase 
of prickly heat (namely “ tropical anhidrosis ”) and not in acute 
prickly heat itself. Indeed, in the latter case the application 
of lipoids to the skin, particularly when it is severely affected, 
does not facilitate the egress of sweat to a comparable degree 
and such applications may, in fact, aggravate the local symp- 
toms. Nevertheless, it is significant that their application to 
normal skin does appear to increase the amount of sweat which 
is able to reach the surface. I interpret this observation to 
mean that, when sweat production is considered, even “ normal ” 
individuals in the Tropics have some skin lipoid deficiency. 
Unfortunately I was unable to arrange a large field experiment, 
such as you mention, on the possible role of “* degreasing ” in pre- 
cipitating miliaria. Such a trial would need to be carefully controlled 
and supervised, as many factors, including occupation, clothing, 
weather, age, and so on, are possibly concerned in aetiology. To 
my mind, the ideal test material would be afforded by a battalion 
engaged on a single task. One company, subjected to a routine of 
excessive degreasing by hot showers, soap, and powder, could serve 
as the test group. A second company, observing a contrary routine 
of conserving or even supplementing lipoids, could act as a control. 
Members of the third company could treat their skin as they wished 
and thus represent the present haphazard practice. In assessing 
the outcome, it would be necessary to take into account the chronic 
anhidrotic lesions of miliaria as well as acute miliaria itself. 


As confirmed independently by the eminent authority 
Sulzberger,’ active desquamation by keratolytics undoubtedly 
has a logical place in the treatment of miliaria. But my experi- 
ments showed that much care was essential during the acute 
stage of the disease. The precautions required to preserve the 
method from ill repute are given in my paper.—I am, etc., 


Sydney, Australia. J. P. O'BRIEN. 
REFERENCES 


1 Brit. J. Derm. Syph., 1947, 69, 125. 
2 J. invest. Derm., 1946, 7, 53. 
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Prickly Heat: A Simple Remedy 


Sin,—Fashiens in medical treatment change and old treat- 
ments are oft forgot and it is often well that they should be 
rediscovered, so that I was glad to read Dr. C. J. Wilson’s 
advocacy of the use of perchloride of mercury in this disease 
(Jan. 10, p. 76). Dabbing with merc. ~perchloride was the 
stock treatment for prickly heat very many years ago in 
Northern India (unless you could send your patient up to the 
cool of the hills, when of course the trouble usually dis- 
appeared almost by the time you had reached your hotel !) 
Where we learnt it from I scarcely remember ; maybe it was 
from the late Colonel McLeod’s lectures, or from an old edition 
of Patrick Manson. It certainly was in the latter, and still finds 
a place in the latest edition, though “ afridol ” soap (a mercurial 
compound) is preferred; and also in one of the small war 
manuals. 

In those early days of the first “ antiseptic era” HgCl, was 
very much in evidence, notably for hands and swabs at opera- 
tions : it did no harm and discouraged the odd coccus, and 
so almost always ensured first intention. With reference to 
O’Brien’s view that degreasing the skin to excess favours the 
occurrence of the disease I have often been struck by the fine 
texture and spotless velvety appearance of the skin of the 
average Sikh (compared to other races), who, I believe, fre- 
quently anoints himself with coconut oil after bathing. 
Whether prickly heat be due to Smith’s monilia, or O’Brien’s 
degreasing, or to overwork and consequent inflammation of 
the sweat glands, there is no doubt that relieving the latter of 
their overwork by moving into a cooler clime immediately 
dispels the symptoms and signs.—I am, etc., 

C. H. 

Thame, Oxon. Lt.-Col. I.M.S.Retd. 


Treatment of Subacute Bacterial Endocarditis 


Sir,—I read with great interest the report on penicillin in 
subacute bacterial endocarditis in the Journal of Jan. 3. I think 
penicillin merely clears off invaders for the time being and that 
unless the leucocytes are up to a certain standard of virility 
they may be unable to make use of this respite in devouring 
such bacteria as may have escaped the penicillin owing to too 
small a dose having been given for the numbers of bacteria 
present. Indeed it is conceivable that leucocytes might be so 
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injured by bacterial toxins that any further addition to the 
blood of a foreign substance such as sulpha drugs (or perhaps 
even penicillin) might destroy them altogether—hence agranulo- 
Osis. 

sy think vitamin C ought always to be given in large doses 
with the sulpha drugs and with penicillin, since “it is believed 
that patients with various infections, including rheumatism. 
require large amounts of vitamin C if normal levels are to 
be maintained in the blood” (Savill’s System of Clinical 
Medicine, twelfth edition, p. 1102, London, 1944). Vitamin A 
might also’ be beneficial. Intravenous hydrolysates might be 
beneficial if there is much prostration. Vitamin C should if 
possible be given in the form of fresh tomato or orange juice. 
These patients should have most careful nursing—their feeble 
appetites tempted by chicken tea, meat essences, wine jelly, etc., 
with cream.—I am, etc., 


Gateshead. FLORENCE M. E. DAVIES. 


Peptic Ulceration 


Sin,—Mr. C. Jennings Marshall (Nov. 15, 1947, p. 791) puts 
the- following proposition : Circum-ulcerous cellulitis—Inter- 
ference with the musculature and the gastric tension—Pain. In 
doing this he makes acknowledgment to a group of workers. 
including Hurst and Ryle and Douthwaite. But there is a second 
group, which would interpose acid. The evidence collected 
by each of these groups is questioned and doubted, with good 
reason, by the other group. Mr. Jennings Marshall has already 
rejected the second group. May I suggest that he does likewise 
with the first? I make this suggestion because the middle term 
of his proposition introduces so many needless difficulties and 
so much obscurity. Its rejection would violate no facts. The 
proposition would then read : Circum-ulcerous cellulitis Pain 
(just as in chronic congestive ulcer of the leg). 

The advantages likely to result are too numerous to detail 
within the compass of a letter. I will, however, mention one. 
because it is of such recent interest. Dr. F. Avery Jones, in his 
instructive Goulstonian Lectures, stated that the*mechanism of 
pain-relief from haemorrhage is unknown (Journal, Sept. 27, 
1947, p. 477). I think that he could visualize the haemo- 


dynamic factors which are probably responsible (as in congestive 


dysmenorrhoea) if Mr. Jennings Marshall would leave out the 
middle term.—I am, etc., 
Sydney, Australia. 


Viability of Strangulated Bowel 


Sik,—For many years, when I was more actively connected 
with general emergency surgery than at present, I used to 
demonstrate and teach that in my opinion the best method of 
proving the viability or otherwise of strangulated bowel was by 
cutting it to see if it would bleed. When there was any doubt 
as to viability it was my custom to make a small nick into the 
peritoneum and superficial muscle of the bowel and if fresh 
blood escaped then it. was judged viable. I have never known 
any harm result from this procedure. 

Up to the present I have never had the temerity to publish 
what sounds as though it may be a somewhat dangerous proce- 
dure. Probably the idea originated because at that time when 
dealing with a case of acute osteitis it was customary to remove, 
as far as possible, the dead bone, and the only way of telling 
the difference between the living and the dead was to cut into 
it and see if it would bleed.—I am, etc.. 


Newcastle-upon-Tyne. 


Herpes Zoster and Chicken-pox 


Sir,—I have recently had the following experience. which 
may be of interest in the herpes-zoster-chicken-pox associa- 
tion. 

A man aged 40 came to me on Nov. 19, 1947, complaining of 
two days’ pain in his left sciatic nerve. Examination showed a 
herpetic rash of mild degree along the course of his nerve. I sent 
him home to bed. On visiting him on Nov. 25 he had a severe 
degree of herpes zoster from the sciatic notch down to the ankle. 
While I was there he told me his children often came into his bed 
in the mornings, and asked my advice. I strongly urged him not to 
do so. 

On Dec. 8 a son aged 4 developed a few scattered varicella- 
like spots on his scalp, face, and body; they subsided by Dec. 11, 


V. J. KINSELLA. 


W. E. M. WarbILv. 
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but left a scar. On Dec. 20 he had a more severe crop appear and 
he ran a small temperature and was decidedly a case of chicken-pox 

On Jan. 7, 1948, another son aged 3 ‘developed a characteristic 
attack of chicken-pox, of medium degree, and all over his body. . 


I might add there were no known other cases of chicken-pox 
in the district, but there were several widely separated cases of 
herpes zoster.—I am, etc., 

Alcester, Warwickshire. C. C. H. CHAvasse. 


Penicillin in Scarlet Fever 


Sir,—I have read Dr. Jane O. Millar’s letter (Dec. 27, 1947 
p. 1054) with the greatest interest. I agree with Dr. Millar 
the sulphonamides are of little or no value in the treatment of 
scarlet fever. 

Dr. Millar requests a properly controlled therapeutic trial of 
penicillin in scarlet fever. I am pleased to be able to inform 
you that I have as early as June, 1946, published controlled 
series of scarlet-fever patients treated with penicillin or syj- 
phanilamide (XX Scandinavian Congress of Internal Medicine 
Géteborg, 1946).' 

Since December, 1945, a total of 2,000 patients with scarlet 
fever have now been treated with penicillin at the Blegdams 
Hospital, Department of Epidemiology, University of Copen- 
hagen, and followed up carefully. Intramuscular injections of 
90,000-150,000 units of penicillin (according to the patient's 
age) twice a day will rid the nose and throat of haemolytic 
streptococci within 48 hours. 

To prevent the reappearance of the streptococci the peni- 
cillin treatment should be continued for six days. During this 
treatment sore throat rapidly subsides. No complications (otitis, 
nephritis) develop. The average stay in hospital was only eight 
days. In patients admitted with a streptococcal otitis, treatment 
with penicillin in the same dosage gave very good results, Of 
56 patients admitted with scarlatinal otitis only two required 
mastoidectomy (21-38°, of patients with scarlatinal otitis in 
spite of energetic treatment with sulphonamides have to undergo 
mastoidectomy). In the control series 73% of the sulphanil- 
amide-treated patients still harboured haemolytic streptococci at 
the end of treatment (eight days), and 53% at discharge from 
hospital (28 days or more). Complications appeared in 49.5% 
of this group (otitis, nephritis). 

An extensive study of the subject will be published shortly in 
the Lancet, which may be referred to for further deails—I am, 
etc., 

University of Copenhagen, Denmark. TORBEN JERSILD. 


REFERENCE 
1 Jersild, T. (1948). Ugeskr. Laeg., 1, 110. 


Varicocele of Canal of Nuck in Pregnancy 


Sik,—Last year I had a similar case to that reported by 
Dr. Richmond McIntosh (Jan. 31, p. 225). The patient was 
aged 31 and expected her third child in August, 1947. Through- 
out pregnancy she had marked varicose veins of the right lower 
limb. At 30 weeks she was admitted to hospital on account of 
fairly severe pain in the left groin. The physical signs were 
those of a reducible left inguinal hernia. At operation, which 
was performed without delay, no hernial sac was found, but 
there was a large varicocele filling the inguinal canal. I excised 
the mass of veins, but carried out no repair of the canal. Post 
operative progress was uneventful, and the pregnancy pro- 
ceeded to term without recurrence of the pain. Delivery was 
normal. My impression was that the varicocele was part of the 
general venous stasis and engorgement. shown also in the 
varicose veins of the opposite leg. As such, it would probably 
have regressed considerably after delivery.—I am. etc.. 


London, S.W.3. JANET BOTTOMLEY. 


Relief of Pain in Midwifery 


Sir,—In his zeal for analgesia Dr. C. A. Allan (Jan. 24 
p. 175) is unjust when he charges his colleagues with callous 
indifference to distress associated with parturition. Many 
advances have been made and acclaimed by doctors practising 
midwifery. However, I would venture to suggest that gas-aif 
analgesia is often inadequate. Some years ago Prof. Chassat 
Moir presented a reasoned case for the intermittent use of pure 
nitrous oxide in preference to the gas-air mixture, to be 
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ight warning pain. My own experience has proved the great 
superiority of this method. a 

Some patients, however, of a robust and primitive type will 
tolerate no inhaler. For these, and for the others too, pethi- 
dine hydrochloride injected in adequate dosage is capable of 
giving extraordinary relief with safety. 

As regards “telling the woman,” it can safely be left to the 
women themselves who have experienced an easy labour to 
spread the good news. That at least has been my experience.— 


] am, etc., 
Sedbergh, Yorks. H. THISTLETHWAITE. 


Collapse in Infantile Eczema 


. $in,—In a previous communication (June 7, 1947, p. 808) 
| described two successive cases of sudden collapse in infantile 
eczema and suggested the administration of suprarenal cortical 
extract. Injection of this substance in a third case was, how- 
ever, unsuccessful, and the child died in convulsions, the clinical 
picture being closely parallel to that in the first case. It was 
noticed, however, that on each occasion the temperature rose 
sharply to over 100° F. (37.8° C.), and the respiratory rate 
increased to over 70—often as high as 90 or 100 per minute— 
some 6-9 hours before the convulsions commenced. Since 
‘there was no cyanosis it appears possible that the hyperpnoea 
was an attempt to increase the CO, output, and that the whole 
condition was produced by an acidaemia. This picture received 
startling support from the fact that in the second case previously 
described sodium bicarbonate had been given about two hours 
before the convulsions commenced, and was not given in the 
third case. 

Two further cases have occurred in which the temperature 
and respiratory rate have suddenly increased, and in each the 
clinical picture has closely resembled that in the early stage 
of the previous cases. A dose of sodium bicarbonate—1 dr. 
to 1 pint water (4 g. to 568 ml.}—has been given, with the 
return of temperature and respirations to normal limits, in one 
case within half an hour of administration. I think that it is 
incumbent upon me to draw attention to this altered outlook in 
the treatment of these cases.—I am, etc., 


Manchester. Cecil W. MARSDEN. 


General Anaesthesia and Surgical Shock 


Sir,—Dr. J. Walker Tomb’s letter on this subject (Jan. 17, 
p. 123) provokes me to reply because I consider that he is trying 
to spread a mischievous doctrine with totally inadequate experi- 
mental and clinical support. In his various writings he has 
suggested the theory that surgical shock is due to sympathetic 
dilatation of muscle vessels, and advocates the administration 
of spinal anaesthesia or ergotamine preparations in the preven- 
tion and treatment of shock. In putting forward these views he 
has completely ignored much of the important experimental 
work done on shock, particularly the brilliant researches of 
Mann (1914), who showed that shock could be produced by 
intestinal manipulation after the destruction of all nervous 
pathways. 

Large nerves such as the sciatic have frequently been stimu- 
lated electrically and mechanically without the production 
of shock. It is therefore wrong to suggest that the shock 
which follows wounding is due to strong afferent nerve impulses, 
particularly since many of the injured experience little or 
no pain. There is plenty of experimental evidence, for those 
who care to look, that afferent impulses have.little or nothing 
to do with the production of serious shock. It is difficult to 
understand, therefore, why one still hears of anaesthetists 
teaching that deep anaesthesia is a safeguard against shock. On 
the contrary, there is good evidence that deep anaesthesia aids 
the production of shock, and Mann has shown that much less 
trauma is required to kill dogs under deep ether anaesthesia 
than under very light narcosis. Dr. Tomb’s deduction that the 
reduced mortality consequent upon the introduction of general 
anaesthesia was due to the abolition of shock resulting from 
pain is unsound, because other factors, such as the more careful 
haemostasis possible under a general anaesthetic, must be con- 
sidered. Many must have seen, as I have, the worsening of 


a shocked patient’s condition on the administration of a spinal 


14, 1948 CORRESPONDENCE 319 
; ti f the uterus is heralded by a anaesthetic. The suggestion that this measure be used as a 
inhaled when preventive and treatment for shock is, therefore, a pernicious 


doctrine which could easily lead to avoidable loss of life. 

The sympathetic nerves are undoubtedly active in a state of 
shock, and are responsible for the cold, pale, sweating skin, but 
it seems almost certain that this is a protective mechanism 
designed to direct the reduced blood volume to the vital organs. 
Any post-mortem examinations which 1 have made on men 
and animals dying of shock resulting from injuries have shown 
the muscles to be pale and bloodless, not congested as Dr. 
Tomb’s theory would require. As regards his suggestion that 
ergotamine should prove beneficial in shock by paralysing the 
sympathetic activity, I may say that J tried it about seven years 
ago in a series of rats, and found that small and moderate 
doses produced no protection from shock while large doses were 
quickly fatal. One would look for better experimental evidence 
than this before advocating its use in man.—I am, etc., 


Manchester. H. A. HaxTOon. 


Dogs and Poliomyelitis 


Sir,—My attention has been drawn to Mr. Victor Bonney’s 
letter (Dec. 27, p. 1054) in which he describes a nervous dis- 
order in two dogs with signs indicating lesions of an anterior 
(ventral) poliomyelitis. 

It is true that for the past year there has been an unusually 
large number of cases of motor-nerve defects in dogs occurrence 
of which suggests an infective origin. The aetiological agents 
responsible for these disorders are not, as yet, well established, 
but there is much clinical evidence to suggest that more than 
one virus with neurotropic properties is involved. The possi- 
bility that a virus causing poliomyelitis, in man might be 
responsible for some of the syndromes in the dog has not been 
overJooked, but so far we have no evidence that these infective 
nervous disorders in the dog are associated in any way with 
viruses known to cause disease in man.—I am, etc., 


Canine Research Station, 
Veterinary Educational Trust, S. F. J. HopGMan, 


Newmarket. 


Dicoumarol 


Six,—Dr. H. Lempert (Jan. 17, p. 125) prefers acetone-dried 
rabbit or human brain to viper venom as he finds the results 
with the latter substance are often misleading and may cause an 
overdosage with dicoumarol. He appears to deprecate the 
necessity for perfectly fresh viper venom and multiplications of 
tests on one sample. If he attended to these points perhaps he 
would have better luck with the method. Carefully controlled 
and performed viper-venom estimations of prothrombin time 
are much more sensitive than acetone-dried brain methods. It 
is interesting that Drs. Canti and Robertson are satisfied with 
Quick’s method (using “stypven”!) and report good results 
after careful control of dicoumarol. I suggest that Dr. Lempert’s 
case who had 1,700 mg. dicoumarol in 8 days would have shown 
marked prolongation of the prothrombin time if the points noted 
in my letter of Dec. 20, 1947, p. 1009, had been attended to. 
Recently a general practitioner sent me a case to whom he had 
been giving 200 mg. dicoumarol “ blind” daily for two days 
every week ; I saw her after a fortnight and her prothrombin: 
time was then 75 seconds (normal 11-12 seconds) and her 
clotting time much prolonged. She bled for some time from 
the needle hole when we took blood for the estimation. It 
was with the object of avoiding accidents such as I have 
described that my first letter was written. Prothrombin time 
estimated with acetone-dried brain is always longer than when 
estimated with viper venom and gives the brain method a 
spurious air of delicacy.—I am, etc., 


Epping, Essex. FRANK MARSH. 


Sir,—It is of interest that in the correspondence which fol- 
lowed my letter (Dec. 6, 1947, p. 928) on dicoumarol three 
letters were published with as many modifications for estimat- 
ing prothrombin. If one reads the literature, as many more 
are recommended by others. It is significant that the modifica- 
tion which Dr. G. Canti and Mr. D. J. Robertson (Jan. 17, 
p. 125) and Dr. Frank Marsh (Dec. 20, 1947, p. 1009) state as 
being satisfactory is criticized by Dr. H. Lempert (p. 125). Also, 
the two cases Dr. Lempert cites seem to have gone to the extent 
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of spontaneous bleeding, despite the fact that he had available 
both the original and Fullerton’s modification of Quick’s 
method. 

In a conference on therapy, reported in the American Journal of 
Medicine (1947, 3, 234), the following statement is made in the dis- 
cussion on dicoumarol: “It is difficult to get laboratories to do 
the test [prothrombin] accurately.” Nevertheless, I appreciate the 
interest aroused, and can say that I have learned a few points which 
1 shall try in the future. 

Dr. Lempert states that my suggestion to use alterations in the 
clotting time by Lee and White’s method as a gauge for therapy 
is not based on experimental evidence. That I do not deny; but I 
should like to point out that in the same conference others have 
ae using this. Apparently lucite tubes, and collodion- or 
paraffin-lined tubes, are more sensitive than ordinary glass. I have 
no experience with these. The report also states that even with 
these the results are unpredictable. 

I am of the opinion that dicoumarol is a dangerous drug, and 
should not be used unless all the implications involved are realized. 
One wants more than the “ intelligent anticipation ” that Drs. Canti 
and Robertson mention. Its action is cumulative ; the delay in 
prothrombin time follows a logarithmic curve, and it is very easy to 
“overshoot the mark.” It seems to me capable of doing more 
than just diminishing prothrombin activity. Dr. Lempert in his 
letter mentions one case where, as a result of overdosage, “ the 
operation scar was not healing.” And why the haemorrhage? Can 
one put it down solely to minute trauma associated with diminished 
blood coagulability? 

‘In conclusion, may I once more quote the conference on 
therapy : “There are several gaps in our knowledge of the 
action of dicoumarol . . . so our knowledge has to advance by 
cautious (the italics are mine) experiments on man.”—I am, 


etc., 
Birmingham. M. J. PIVAWER. 


Myanesin 

Sir,—** Myanesin ” would appear to be of some value im the 
treatment of spastic hemiplegias and paraplegias of the lower 

limbs due to cerebral haemorrhage, disseminated sclerosis, and 
other upper motor neurone lesions. After an intravenous injec- 
tion of 10 ml. the relaxation of the muscles of the lower limbs 
and abdomen is immediate and pronounced—lasting for 5 or 6 
hours. During this period the joints can be put through a 
wide range of movements ; passivé movements are free, and 
massage of all the muscles is facilitated. 

The procedure is quite easy and straightforward. Such a dose 
of myanesin seems to have a conveniently selective action on 
the lower half of the body, while the muscles of the upper half, 
including the diaphragm and intercostals, are unaffected. There- 
fore the patient can breathe in a normal manner, his tissues 
remain well oxygenated, and there is no need for any aided 
respiration. He has full use of his arms, is able to speak, and 
his blood pressure and pulse rate are undisturbed. As there 
are no unpleasant subjective symptoms, the patient usually 
looks forward to his next injection. 

All this is in sharp contrast to the use of curare on the con- 
scious subject, which could of course be used for the same 
class of case. After an effective injection of curare, however, 
the patient lies there fully conscious but with every muscle 
relaxed including his arms and intercostals ; he is unable to 
speak or to make any sign, and has an unpleasant feeling of 
suffocation. Aided respiration with oxygen usually has to be 
given. He can be brought round in a dramatic way with an 
intravenous injection of prostigmin, but the experience is 
unpleasant and he does not willingly subject himself to a repeat 
injection. This valuable drug should therefore practically 
always be combined with light general anaesthesia. 

In addition to its physical effects, the use of myanesin has a 
valuable psychological effect on these unfortunate sufferers. 
They see that something additional is being done and feel that 
they are not altogether relegated to the limbo of lost things.—I 
am, etc., 


Lancaster. L. MATHER. 


Estimation of Prothrombin 


Sir,—Recent correspondence on the estimation of pro- 
thrombin has revealed disagreement on thé best method for 
the routine laboratory. The use of Russell-viper venom, or 
of a venom-lecithin mixture. as a thromboplastin is common in 
this country in spite of Quick’s belief that brain thromboplastin 


is preferable. The great advantage of the venom methods j; 
the commercial availability of accurately dispensed Portions a 
0.1 mg. venom in sealed bottles, while brain thromboplastin 
must be prepared in the laboratory and deteriorates rather 
rapidly. 

The convenience of the venom reagents must not blind us 
the drawbacks inherent in their use, which appear to be due in . 
main to two facts. By choice of optimum conditions speeds of 
clotting can be obtained with venom reagents which are much greater 
than those obtainable with brain thromboplastin. At the same 
time the kinetics of the reaction are such that the maximum possible 
yelocity cannot be attained by any convenient concentration of 
venom, and it must be remembered that it is usually considered 
essential for the one-stage method that all reactants other than 
prothrombin must be present in excess. 

It is not in fact necessary that excess thromboplastin should be 
present provided thut the plasma thromboplastin makes no signifi 
contribution to the speed of the reaction. In order to fulfil this 
condition a very rapid coagulation must be accepted or else the 
plasma must be diluted, with the attendant inconveniences ang 
doubts which complicate the construction of the standardization 
curve. 


With these considerations in mind an investigation of the 
venom methods has been in progress in this laboratory for some 
time and the results will shortly be ready for publication. Jp 
the meantime it may be stated that it has been found impossible 
to devise an acceptable procedure using Russell-viper venom 
alone, but a method using a buffered venom-lecithin mixture 
has proved reasonably satisfactory for routine purposes.—I am, 
etc., 


The Pathological Laboratory, Royal Berkshire C. A. Mawson, . 
Hospital; Reading. 


Drug Addiction 


Sir,—Dr. F. R. Ellis (Jan. 24, p. 175) writes, “ It is a sad but 
true fact that morphine addiction is incurable. ...” } 
wonder! When I first took over a practice I “ inherited” g 
morphine addict—an elderly State-registered nurse—for whom 
I had to sign, from time to time, a prescription for a tube of 
twenty-four 1/4 gr. (16 mg.) morphine sulphate hypodermic 
tablets (for self-administration). 

This poor woman had sustained a series of abdominal opera- 
tions, involving many months of suffering and hospitalization, 
and had acquired the habit. The case was well known to the 
Home Office. My patient co-operated with me valiantly in 
attempts to lower the dosage and frequency—but there was 
always the sad sequel of intolerable pain and distress. So 
eventually I went into a huddle with her chemist (whose name 
is available to you) and we embarked on the following con- 
spiracy. He made up a tube of 1/6 gr. (11 mg.) morphine under 
the 1/4 gr. label, and all went well. We carried on with this 
benevolent swindle until the lady was getting no morphine 
content at all—just an inert tablet. 

The lady carried on happily for years—until she died of senile 
decay.—I am, etc., 

London, S.E.12. Eric CoPLans. 


Injection Errors: A Suggestion 


Sir,—Recently an inquest was reported in the Press on a 
patient who had died from an injection of adrenaline given for 
varicose veins—the adrenaline being mistaken for a colourless 
sclerosing fluid. A year or so ago there was an inquest on a 
patient who had died from an intravenous administration of 


_ methylated spirit which was thought to be concentrated saline. 


Early in the war I injected methylated spirit instead of 
“novocain” as the local anaesthetic for an intravenous infu- 
sion ; the result was a slough 2 in. (5 cm.) in diameter. On 
another occasion I inserted in error, but without ill effect, dis 
tilled water intrathecally instead of “nupercaine.” The label 


had become detached during boiling; on comparison of the 


ampoules of distilled water used for mixing pentothal with 
those containing nupercaine, they were found to be almost 
identical. 

Other errors occur in medical and hospital practice. Reports 
of them occasionally reach the newspapers from the High 
Courts or inquests. I think it is possible to avoid these incidents 
by vigilance, clear labelling and distinctive tinting of the fluids 
which are in common use—for example, chloroform in some 
hospitals is tinted red. I use local anaesthetic coloured blue, as 
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js also saturated sodium chloride but with a different shade. 
Carbolic acid injections are tinted pink. May I suggest that the 
time has come when the pharmaceutical authorities might give 
us a standard range of colourings for commonly used injection 
agents, such as morphine, atropine, m omnopon, pentothal, 
procaine, saline, “ amethocaine,” “ ethamolin, > etc.? Further, 
the practice of etching instead of labelling the contents of an 
ampoule would be another adjunct to accuracy. : 
These measures would avoid costly incidents to patients, 
occasionally to surgeons, and also smears on the good names 
of hospitals, nursing staffs, and the medical profession indi- 
vidually and collectively.—I am, etc., 


London, W.1. 
Sprained Ankle 

Sin,—Thirty years ago practitioners knew how _to treat 
sprained ankles. To-day they do not, and their ignorance 
instead of being corrected by hospitals is spreading into them. 
Nowadays reliance is placed on crepe bandages and “ elasto-* 
plast ” dressings, sometimes supplemented after an interval by 
inclusion in plaster-of-Paris. Our fathers strapped the ankle 
with zinc oxide adhesive plaster in a position to relax the 
injured ligament and made their patients walk. A cure resulted 
in a fortnight or less. A great amount of national effort is 
being wasted by the inefficient methods employed by the present 
generation of doctors in treating this very curable injury.—I am. 


etc., 
Birmingham. 


Haro_p Dopp. 


FAUSET WELSH. 


Foreign Body in the Ear 


* §in—Dr. C. J. Gordon Taylor’s case (Jan. 10, p. 76) of a 
foreign body in the vagina for 41 years reminds me of a case 
that has interest, perhaps, for E.N.T. colleagues. 


A lady of 50 years came to me to have a piece of “ slate pencil ” 
removed from her left ear; she had pushed it in while at school 
at the age of 7, and was afraid to tell her mother until several years 
later, when she was laughed at for her pains. In the long period 
until she came to me she had no pain (only a slight occasional 
tickling sensation), no discharge, no tinnitus, and no noticeable 
impairment of hearing. I scoffed also, particularly when I saw a 
meatus filled apparently with nothing more serious than wax. 
Failure to clear this with hydrogen peroxide instillations, followed 
by syringing, made me less sceptical. Eventually I had to dissolve 
the wax with ether, and then could clearly see and feel a small 
metal-like foreign body lying anteroposteriorly across the meatus. 
One side lay against the drum and at first adhered to it, but as the 
solvent worked it became loose, until the body lay free in its bed. 
No attempt, however, could be made to remove it, as the slightest 
touch caused great pain. Fifteen minutes later, after a local 
anaesthetic had time to act, removal with aural forceps was easy 
enough. The body was cylindrical, a little over 1/8 in. (0.32 cm.) 
long, and somewhat less than this in diameter. For the benefit of 
those who may not have heard of slate pencils, these were pieces of 
flint-like stone used in a former generation for writing on slates, 
before lead pencils and copy-books came into general use. Following 
removal, except for hyperaemia of the drum, I could see no abnor- 
mality. Hearing was approximately normal. 


_ The points of interest in this case, to my mind, are the 
absence of pain, of discharge, of tinnitus, or of any notable 
impairment of hearing. All these would be chiefly due to the 
lack of sepsis, and this in turn to the comparative cleanness 
and inertness of the foreign body.—I am, etc., 

Sligo. SEAN O’BEIRN. 


POINTS FROM LETTERS 


Doctors’ Wives and the Service 

A doctor’s wife writes: Before long the position of wives of 
doctors within the National Health Service must be made clear. 
Cannot the B.M.A. organize to represent us and state our views 
speedily and forcefully to the Minister of Health ? Until now doctors’ 
wives have gladly helped in the domestic side of their husbands’ 
practices, sharing the building and maintenance of an efficient service 
to the patients. Now we are to continue to answer bells at all 
hours of the day and night and to clean and heat surgeries and 
waiting-rooms, for the State Clinics will not come into being for 
many years. Perhaps Mr. Bevan, with one of his kindly gestures, 
will provide each house with a capable receptionist-cum-charlady 
to replace the doctor’s wife, with whom he will have no contract. 
This is an important item which so far has been neglected, and steps 
should be taken without delay to avoid the creation of an army of 
unwilling women workers for Mr. Bevan’s Service. 


Fully Salaried Service 

Dr. D. V. Mitwarp (Slough, Bucks) writes: Mr. Bevan’s bland 
assurances that nothing could be further from his mind than a fully 
salaried Service carry little conviction. The Government’s plans to 
destroy the usefulness of the House of Lords, to abolish University 
M.P.s, to muzzle the Press, and to nationalize the steel industry at 
this critical time leave no doubts in the minds of any but the most 
ostrich-headed that they do intend to control our “‘ most reactionary 
profession” for political rather than humanitarian reasons. All this 
accomplished, the Party could go on its totalitarian way rejoicing 
and untouched by criticism. . 


Working Conditions in N.H.S. 

Dr. J. E. KENNepy (Glasgow) writes: There is no evidence that 
the Association has interested itself in working conditions for practi- 
tioners. enty-four hours a day is wrong and yet Representatives 
advocate it. Introduction of the N.H.S. in the summer will upset 
holidays, and persons joining the new “ panels ”’ will be less numerous 
at this season... . 


Reduced Wages, More Work 

Dr. D. W. Rep (London, N.il) writes: With reference 10 
diminishing capitation fee for the increasing numbers on one’s list. 
what branch of the community would submit to reduced wages for 
more work and increased responsibility? . . . 


Individual Freedom 

Dr. THomas NEtson (London, W.4) writes: Once the practitioners 
part with their capital and its control they are bound to become State 
slaves whether they like it or not. Every evil thing will then be 
added unto them, and, kick as they may, they must be hounded into 
any form of compulsion the State may determine; so that the reten- 
tion by the doctor of his goodwill remains the one essential goal in 
the fight. It is his only escape from chains to freedom. . . . 


Combined Diphtheria and. Whooping-cough Immunization 

Dr. H. W. Swann (Richmond, Surrey) writes: Since the intro- 
duction of the combined diphtheria and whooping-cough immuniza- 
tion it is well known that local reactions after injections occur more 
frequently than after diphtheria immunization alone. Having tried 
to avoid these reactions by different techniques I have come to the 
conclusion that the following method seems to give the least reaction 
and is also suitable when it is necessary to do a great number of 
injections during a session. 

First of all I insist that the shoulder of the child is completely 
bare before the child enters the doctor’s room. An all-glass 1 c.cm. 
syringe with a metal cap and with a No. 15 (1 inch) needle is most 
suitable. When filling my syringe with the immunizing fluid I pierce 
the rubber cap very superficially, only enough to introduce the bevel 
of the needle into the bottle. This almost completely obviates the 
possibility of some of the immunizing fluid clinging to the outside 
of the needle and being injected into the superficial layers of the arm, 
because if this happens it definitely produces some reaction. Having 
filled the syringe I grasp the child’s arm from the axilla with my left 
hand, and gripping the arm all round with my fingers I cause the 
belly of the deltoid muscle to bulge upwards. I hold the syringe 
almost vertically between the thumb and the index finger of the right 
hand, steadying it with the first phalanx of the middle finger from 
underneath, pierce the skin and the subcutaneous tissues vertically 
with a quick stab and insert the needle. until the cap touches the 
skin. Having got the syringe into that position I change the position 
of my fingers and press the piston down with my index finger, inject, 
and withdraw the needle quickly. In this way I am perfectly sure 
that the immunizing fluid has been injected completely intramuscu- 
larly. I have positive proof that superficial or even deep sub- 
cutaneous injections of the combined diphtheria and whooping-cough 
antigens often produce very severe local reactions, including a 
formation of a sterile abscess. 


The Local Hospital and the G.P. 

Dr. E. G. Sis_ey (Forest Row, Sussex) writes: I am sure it is not 
always realized by the authorities concerned or by the general public. 
that the responsibility for maintaining or raising the standard of 
general medical practice in a locality rests to a large extent with 
the local hospital. This responsibility should be considered second 
in importance only to the treatment of the patient actually in the. — 
hospital itself. Consultants whose work brings them into contact 
with doctors who do, and with those who do not, look after their- 
own patients in hospital find, I think, that the standard of work is. 
higher among the former than the latter. It follows, therefore, that- 
any development which tends to limit the opportunities for the G.P: 
to look after his own patients in the local hospital must tend to 
lower the standard of general practice in the locality. I believe. 


that, in their efforts to simplify administration and even in some- 
cases to make advances towards slick efficiency, some local hospital: 
authorities have in the past failed in their task of maintaining the- 
standard of general practice. 
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Obituary 


ROSCOE GRAHAM, M.B., F.R.C.S.(C.) 


Dr. Roscoe Reid Graham, a Toronto surgeon, died suddenly 
while ski-ing on Jan. 17. He was 58 years of age and “the 
son of Dr. Peter Graham, a country doctor who practised for 
some fifty years in the small Ontario village of Lobo. He 
qualified in medicine in 1910 from the University of Toronto, 
and even as an undergraduate he had. decided on surgery as a 
career. He spent his first two years after graduating studying 
pathology and bacteriology under the late Dr. George Naismith. 
After holding resident posts he was in London for some time, 
returning to Canada to start practice just before the outbreak 
of the first world war. After service in military hospitals in 
England he returned again to Toronto, being appointed at first 
to the staff of St. Michael’s Hospital and later as a surgeon at 
the Toronto General Hospital, where his enthusiastic teaching 
was greatly appreciated. He was best known to his British and 
American colleagues as as abdominal surgeon. He was a Fellow 
of the Royal College of Surgeons of Canada, and an Honorary 
Fellow of the American College of Surgeons, the Mexican 
Academy of Surgeons, and the American Surgical Society. At 
the time of his death he was President of the Canadian Society 
of Clinical Surgery. He was fond of music and outdoor pursuits 
and was especially expert in photography. He leaves a widow 
and a married son and daughter to mourn his loss. 


Sir Heneage Ogilvie writes: The many friends and admirers 
in Great Britain of Roscoe Graham, the famous Canadian sur- 
geon, will have been deeply grieved to hear of his sudden death. 
Roscoe Graham combined with _ personality and 
unusual simplicity of character. all those qualities that make for 
real greatness in surgery—a high sense of duty, a deep love of 
his fellow men, indomitable energy and strength to work long 
hours without fatigue, courage, the ability to make quick 
decisions, skilled and gentle hands, originality of thought, and 
an uncommon gift for clear thinking and vigorous expression 
that made him one of the best teachers and writers of his time. 
He was a leader in abdominal surgery, and his writings had a 
profound influence on the progress of gastro-enterology. He 
was the first man successfully to remove an islet tumour of 
the pancreas, and as a result he attracted similar cases to 
Toronto from all over the world. At the time of his death 
he was senior surgeon to the Toronto General Hospital and 
assistant professor of surgery at the University of Toronto. 

Roscoe was strikingly handsome, tall, with an upright athletic 
carriage and a pink boyish face contrasting oddly with hair 
that had been snowy white since early manhood. He seemed 
to radiate happiness. He did everything well, whether in work 
or sport, and delighted in doing it well. He was an expert 
skier, and fell dead in the snow at the end of a day during 
which he appeared to have been in perfect health, enjoying his 
favourite sport in the place he loved. Such a death is one that 
all might envy, but it came too soon. He had passed his fifty- 
eighth birthday only a few days before, and he was in his full 
vigour as an operator and a teacher, exercising that leadership 
which during the last thirty years has influenced so many young 
surgeons in Canada and Britain to their lasting good. 

W. M. writes: His many friends in this country will have 
heard with great sorrow of the tragic death of Roscoe R. 
‘Graham, of Toronto, one of the great surgeons of the Empire. 
Just two months ago I saw him full of the joy of life and 
ooking as though he had many years of it still in front of 
vhim. He went off for a week-end to Collingwood and had an 
}hour or two on his skis. In the early afternoon he had his last 
-run and at the top of the slope said, “I don’t care whether I 
.ever ski again. I'd just like to sit here and look at the view.” 
Finishing the run, he slung his skis over his shoulder, walked 
through the gate of the grounds, collapsed, and died—another 
victim of coronary thrombosis. 

His loss to surgery will be an irreparable one. All over 
North America he was recognized as a really great surgeon and 
was constantly in demand for addresses to medical schools, as 
well as to operate on some of the highest in the land. He 

+ was head of the surgical department of the Toronto General 


| 


Hospital and was regarded with a devotion by his aSSOciates 
and the nursing staff amounting almost to reverence. Tall and 
handsome, with twinkling happy eyes and a warm sense of 


humour, he carried to the lecture-room a dramatic presence 


that won for him the rapt attention, and indeed the love, of 
his students. He was president of the Canadian Society of 
Clinical Surgeons, and had just been invited by the American 
College of Surgeons to give the John B. Murphy oration jp 
San Francisco next spring. 


Dr, CHARLES EDWARD Murphy died at his home at Ethelbert 
Road, Canterbury, at the age of 77 on Jan. 17. A student of 
Trinity College, Dublin, he qualified in 1893, and a few years 
later settled in Dover, where he was in practice until the first 
world war. He took the F.R.C.S.I. in 1909, and soon after 
joining the R.A.M.C. he was appointed surgical specialist to 
the Canterbury Military Hospital. He was later senior visitj 

,Surgeon and finally consulting surgeon to the Royal Victorig 
Hospital, Dover, and he was a life member of the St. John 
Ambulance Association. Dr. Murphy was a keen sportsman 
and for many years an active member of the Royal St. George's 
and Canterbury Golf Clubs. For the last fifty years he had 
never missed a Canterbury cricket week, and in his early days 
he was also a first-class lawn tennis player and took part in a 
number of Wimbledon tournaments. 


Mr. DupDLEY D’AUVERGNE WRIGHT, late consulting surgeon 
to the London Homoeopathic Hospital, and senior surgeon to 
the Manor House Orthopaedic Hospital, Hampstead, died on 
Jan. 22 at the age of 80. He was educated at Haileybury and 
University College Hospital, qualifying M.R.C.S., L.R.C.P. in 
1888, and taking the F.R.C.S. in 1898. Apart from his long 
connexion with the Homoeopathic Hospital he was consulting 
surgeon to the Leaf Cottage Hospital at Eastbourne, and he 
was on the staff of the Leicester Homoeopathic Hospital and of 
the Phillips Memorial Hospital at Bromley, Kent. At one 
time Mr. Wright was president of the British Homoeopathic 
Association. During the 1914-18 war he was chief surgeon to 
the Hépital de l’Alliance at Dieppe and later was in charge of 
the Allied Military Hospital at Yvetot, Seine-Inférieure. 


Dr. JoHN ALOystUS MUSGRAVE died at his home in Grey- 
stones, Co. Wicklow, at the age of 56. A native of Alloa, from 
1928 until his retirement in 1942 he was M.O.H. for Co. Louth, 
Qualifying at the Royal College of Surgeons in Ireland in 1915, 
he joined the R.A.M.C., and was mentioned in dispatches by 
General Milne for bravery in the field. He served in the 
Balkans, Palestine, and Transjordania, and was associated for 
some time after the war with the R.A.F. Dr. Musgrave contri- 
buted a number of papers to the medical press. His early 
retirement was due to ill health. He leaves a widow, a son, 
and four daughters. 


-Dr. Georce Haro_p Lowe died at his home in Middles- 
brough on. Jan. 31. Dr. Lowe graduated M.B., Ch.B. at 
Edinburgh University ‘in 1907 and proceeded M.D. in 1912. 
After qualifying, he was house-surgeon at the North Riding 
Infirmary, Middlesbrough, and clinical assistant in the Ear, 
Nose, and Throat Department of the Edinburgh Royal Infirmary 
before entering into practice. He was an honorary consulting 
physician to the North Ormesby Hospital, and had acted as 
anaesthetist to that and to other hospitals in the area. He 
was for many years an active member of the British Medical 
Association. He was secretary of the Cleveland Division for 
ten years and chairman in 1930-1. He represented the Division 
at Annual Representative Meetings on nine occasions and wai 
one of the best-known general practitioners in Middlesbrough. 


D.1I.R. writes: Although I knew Dr. Lowe only in the 
later years of his life, when increasing ill health had mad 
it impossible for him to play as active a part in practice a 
he could have wished, I soon came to appreciate his sterling 
qualities. A distinguished manner and a dignified appearance, 
meticulous attention to detail, and a keen clinical acumen cont 
bined with a healthy contempt for modern tendencies to over 
specialization made him an outstanding example of the best 
type of general practitioner, and in my association with him] 
came across many examples of the high regard and affection i 
which he was held by very many of his patients. To the end 
he maintained that keen interest in professional affairs which 
was evidenced in earlier years by his activities in the Cleveland 
Division of the British Medical Association. He had an um 
failing helpmate in his wife, and her care and devotion to him 
were an inspiration to all who knew her. It was, I am sure, 
a great pleasure to him that his elder son had recently retu 
from war service to enter the practice with him. To his widow 
and to all his family we extend our deep sympathy. 
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Medical Notes in Parliament 


COMMONS DEBATE ON THE NATIONAL 
HEALTH SERVICE 


ent on the main features of the debate on the National 
flealth Service in the House of Commons on Feb. 9 will be 
found in a leading article at page 300. 
The debate took place on a motion tabled by the Govern- 
ment: “* National Health Service.—That this House takes note 
t the appointed day for the National Health Service has 
een fixed for July 5; welcomes the coming-into force on that 
date of this measure which offers to all sections of the com- 
munity comprehensive medical care and. treatment and lays for 
the first time a sound foundation for the health of the people ; 
and is satisfied that the conditions under which all the profes- 
sions concerned are invited to participate are generous and fully 
in accord with their traditional freedom and dignity. i 
To this the Opposition moved the following amendment : 
“Leave out from * people’ to end, and add * but declines to 
prejudice in any way the right of individuals in all the profes- 
sions concerned to express their opinions freely, according to 
their traditions, and in the interest of their patients, upon the 
terms and conditions of service under the proposed National 


Health Scheme.’” 


Minister’s Attack 


Mr. BEVAN, moving the resolution, recalled that the debate 
had been requested by Labour Members of the House and not 
by the Opposition, and said there was some significance in that 
fact. For the last six months there had been a sustained 
opaganda in newspapers supporting the Conservative Party 
which had resulted in grave misrepresentation as to what was 
the nature of the Health Service and of the conditions under 
which the medical profession were asked to enter the Service. 
There had been even worse misrepresentation sustained by a 
campaign of personal abuse (Ministerial cheers) from a small 
body of spokesmen who had consistently misrepresented the 
great profession to which they were supposed to belong. 

He drew a distinction between the hard-working doctors who 
had little or no time to give to these matters and the small 
body of raucous-voiced people who were alleged to represent 
the profession as a whole. So much misrepresentation had 
been engaged in by the British Medical Association that the 
doctors voting in the plebiscite were doing so under a com- 
plete misapprehension as to what the Health Service was. It 
had been frightening to speak to some doctors and to learn 
the extent to which their representatives had failed to inform 
them about the facts of the case. (Ministerial cheers.) 

It had been suggested that one of the reasons why the 
medical profession was so stirred up at the moment was be- 
cause of personal deficiencies in the Minister. He was very 
conscious of his own deficiencies ; they were very great. An 
absence of introspection was never regarded as part of Celtic 
equipment, and he was therefore conscious of his limitations. 
It could hardly be suggested, however, that the conflict between 
the B.M.A. and the Minister of the day was a consequence of 
any deficiencies on his part, because there had never been a 
Minister with whom the B.M.A. agreed. His distinguished 
fellow-countryman had had quite a little difficulty with them ; he 
was a Liberal and they found him anathema. Mr. Ernest Brown, 
a Liberal National, they had found abominable ; Mr. Willink, 
a Conservative, they had found intolerable ; and now they had 
found him (Mr. Bevan) even more impossible. (Laughter.) _ 

Yet it was to be assumed that doctors were taking up this 
attitude at the moment because of unreasonableness on his 
part. It reminded him of the famous argument between 
Chesterton and Belloc. They had been arguing as to the cause 
of drunkenness, and decided to apply the principles of logic. 
They met one night and got drunk on whisky and water, the 
following night it was brandy and water, and on the third night 
gin and water. They decided that, as the constant factor was 
water, it was obviously water that was responsible (loud 
laughter)—a conclusion which was probably most agreeable to 
Bacchic circles. 

Suggestions that the disagreements with the medical profes- 
sion were the consequences of the personal qualifications or 
disqualifications of the Minister concerned could be dismissed 
at once. He referred to them only to call attention to that 


sort of propaganda which seemed to be recurrent in British 
politics in which issues of principle were vulgarly personalized. 
Tt was becoming almost impossible for the people to see the 


‘ 
differences of principle through the smoke of personal 
misrepresentation. 

It had been suggested by the spokesmen of the B.M.A. that 
the Government had not negotiated with them sufficiently, that 
if they had been more approachable things would have been 
different. But there had been long negotiations with Mr. Ernest 
Brown and Mr. Willink, and on every occasion the B.M.A. 
rejected the advances made. He had met the Negotiating Com- 
mittee eight times—three of them most irregularly while the 
B:"' was in committee—and since August, 1945, officials of the 
[partment had met representatives of the Negotiating Com- 
mittee 28 times. There had been continuous discussions, but 
the Negotiating Committee was never in a position to negoti- 
ate. It had received—at its own request—instructions not to 
negotiate. When he met the Committee last December he was 
presented with a printed circular rejecting the Act before the 
final negotiations had taken place. He then asked the chair- 
man what was the ‘use of two days’ discussion when one of 
the parties had already decided to reject the chief features. 
The answer was that they had already made up their minds. 

They were not now dealing with a body which was seeking 
to bring about a modification of principles in what they con- 
sidered to be the legitimate interests of the medical profes- 


_ Sion; they were dealing with a body organizing wholesale 


resistance to the implementation of an Act of Parliament. 
They had already rejected the Act before they knew the terms _ 
of remuneration to the practitioner. It began to look more 
like a squalid political conspiracy than the representations of 
an honourable and learned profession. One of the weaknesses 
of the B.M.A. position was that they had mustered their forces 
by misrepresentation ; when the facts were known the forces 
would disperse. 


Four Main Issues 


The first of the four main issues on which the B.M.A. had 
joined issue was that they could not accept the abolition of 
the sale and purchase of practices. That was recommended 
by the profession’s own Health Commission ; the doctors voted 
for it in their own plebiscite ; all the Government had done 
was to put into the Act the recommendations of the best 
medical opinion. The Government regarded it as inconsis- 
tent with a civilized community and a reasonable health service 
for patients to be bought and sold. That existed in no other 
country, and was a blot on our medical system. Did the Opposi- . 
tion accept or reject the sale of practices in the public service ? 
So far as the Government was concerned, there could not be 
any question that the Health Service must not contain the 
buying and selling of public practices. ° 

The second objection was that they would not accept the 
basic salary as part of their remuneration. But the first time 
that a full-time salaried pe practitioner service was put 
before the profession was in 1943, during the Coalition Govern- 
ment, by Mr. Ernest Brown. This proposal, which was sup- 
posed to contain the seeds of Socialist regimentation, did not 
come from a Socialist Minister. The matter was argued during 
the passage of the Bill, and it was decided that young doctors 
ought to have the opportunity of living decently while they 
were building up their practices. The present system put the 
heaviest burdens on them—either through the limitations imposed 
by entering the profession as assistant to a principal, or by the 
heavy interest charges on money borrowed to purchase a prac- 
tice—just at the time when they should be most free of burdens. 
The Government considered that a basic salary of £300 a year 
would be a financial defence for the young doctor. If a practi- 
tioner believed that the element of basic salary was repugnant 
and made him into a State-salaried servant he need not take _ 
it. But it would be interesting to see how many would regard 
it as so repugnant that they would hand it back. 

Their third argument: was that the partnership agreements 
would be rendered very difficult. The general practitioner's mind 
had been confused by the B.M.A. propaganda in this respect, 
but there was naturally anxiety among general practitioners as 
to the effect of the Act on partnership agreements. To try 
and clear it up he had decided, with the co-operation of the 
Attorney-General and the Lord Chancellor, to appoint a legal ' 
committee to inquire into it and recommend what they con- 
sidered should be done. That was a most unusual proceeding : 
after Parliament had passed a Bill it was left for the Courts 
to construe it. However, if further light could be thrown on 
this matter, if legal minds could find any way in which this 
clause could be clarified, he was perfectly prepared to have an 
amending Bill to make it quite clear where, the general prac- 
titioner stood. 

The fourth matter was what the B.M.A. considered the 
removal of their legal rights, and here misrepresentation had 
reached staggering proportions. It had been said that the 


cates 
| and 

e, of 
ty of 
in 
nt of 
years 
first 

after 
st to 
siting 
toria 
John 
sman 
rge’s 

had 

days 
ina 
geon 
m to : 
and 
P. in 

long 
iting 
d he 
id of 
one 
athic | 
mn to 
ze of | 
yrey- 
from 
outh, 
1915, 
by 
| the 
1 for 
yntri- 
early 
son, 
idles- 
3. at 
1912. 
iding 
Ear, 
mary 
ilting 
d as 
He 
dical 
1 for 
ision 
| was 
gh. 
the 
made 
as | 
ling 
ance, 
over: 
best 
im | 
on in 
end 
vhich 
sland 
him 
sure, 
idow 


324 Fes. 14, 1948 


MEDICAL NOTES IN PARLIAMENT 


Brittsn 
MEDICAL JOURNAL 


doctor had had taken away from him his right of appeal against 
unlawful dismissal. That was entirely untrue. The doctor 
would have exactly the same right of appeal to the courts 
against unlawful dismissal as any other citizen. During the 
whole of his negotiations with the representatives of the medical 
profession they had never been able to show any part of the 
Act which took away that right. But some of them wanted to 
go further, and wanted the. right of appeal against removal 
from the Service on the ground of misconduct or neglect. 

It was perfectly competent to go to the courts against a 
Minister on the ground that he had unlawfully removed a 
doctor from the Service. It was entirely different if they wanted 
to take the Minister to court on the ground that he had acted 
wisely or unwisely; that was a matter for the House of 
Commons to determine, not the courts. If a doctor was to have 
the right to ask the courts to arbitrate not on a question of law 
but of merits, how could that be denied to anyone else ? 

The existing protection for the doctor under the National 
Health Insurance Act was merely an appeal to the Minister, 
and that was where it was left by Mr. Willink in the new Health 
Service. He (Mr. Bevan) decided that that was not sufficient, 
vn the ground that the new Service would be universal, and that 
removal from it in the future would carry far heavier penalties. 
therefore he put in a tribunal between the local executive 
council and the Minister. If a G.P. was in conflict with the 
local executive council—on which there were seven represen- 
tatives elected by the doctors in the locality—and that body 
decided he should be removed, they reported to the Minister. 
Ali the Minister could then do was to refer the matter to the 
uwibunal, consisting of a chairman appointed by the Lord 
Chancellor, a doctor, and a layman. If the tribunal decided the 
doctor should be retained the Minister could do nothing about 
it. The Minister was only brought into the picture if the doctor 
himself invoked the Minister against the decision of the tribunal. 
The Minister could then order another inquiry, public or private 
as the doctor desired, and the Minister could then decide 
whether the doctor’s contention should be upheld or not. 
There was no professional body in the world in which greater 
protection existed than that. 

“Even supposing the doctors were given the right of appeal to 
the courts for which some of their so-called spokesmen were 
asking, what a weapon of tyranny that would put into the hands 
of the Minister. Not only the doctor but the Minister too 
would have the right of appeal, and could ask the court for the 
removal of a doctor. Any Minister would thus have a con- 
siderable power of intimidation over the doctor, whom he could 
force to undergo all the odium of publicity, and of having his 
professional reputation besmirched. If the medical profession 
could be given what they were asking for, in six months’ time 
they would be cursing the people who asked for it. 

He was desperately anxious to get the medical profession 
into the scheme enthusiastically and harmoniously. He 
deplored the atmosphere which had been created in the last six 
months. So anxious had he been not to enter into these 
polemics that he had made no public speech until January, when 
the B.M.A. decided to reject the Act. It might be that because 
of that the mis-education of the doctors was partly his respon- 
sibility. But if he was to be asked now to make some con- 
cession to assuage the feeling and bring about greater harmony 
between the Government and the doctors, he must point out 
that the negotiations had been a long series of concessions 
on the part of the Government and of none by the medical 
profession—not a single one. 


Collection of Bromides 


Coming to the amendment, he said at once that the Govern- 
ment were prepared to add the amendment to the motion. It 
was one to which all M.P.s could subscribe. A more innocuous 
collection of bromides he had never seen. Its sting was that it 
left out the last part of the motion. If the Opposition con- 
sidered there was nothing in the Act which interfered with the 
freedom of choice, nothing which prejudiced the doctor-patient 
relationship, they should say so. So far they had not. 

The Government did not object to the doctors expressing 
their opinions freely, nor to the B.M.A. recommending their 
members not to take service under the scheme. But they did 
take serious objection to organized sabotage of an Act of 
Parliament. Did the Opposition support the B.M.A. organizing 
resistance on July 5? The beginning of that road might look 
attractive, but the end would be exceedingly unpleasant. If 
there was one thing the House must assert it was the sovereignty 
of Parliament over any section of the community. B.M.A. 
House was not yet another revising chamber. The House of 
Commons could not be dictated to by any section of the com- 
munity. Any section of the community had the right to try 
and persuade the House to change its mind. The Government 
took up the position that the B.M.A. had exceeded their just 


constitutional limitations and the best thing they could do now 
was to record their opinion that while they might disagree with 
the Act in this or that particular, or in general if they wished, 
nevertheless they would loyally accept the decision of Parlia- 
ment and go on agitating for such revision as they thought 
proper. (Loud Ministerial cheers.) 


Mr. Bevan’s Bedside Manner 


Mr. R. A. BUTLER, speaking first for the Opposition, sai 
had never thought that Mr. Bevan had a ide oanan a 
his speech had done nothing to make a settlement of the dispute 
any more likely, with the possible exception of the small con. 
cession which ought to have been made long ago about medicai 
partnerships. He had imported the term “squalid” into his 
arguments about the doctors because it was in the waters oj 
squalid politics he enjoyed himself most, and he ought to 
examine his own conscience in view of the inept manner jn 
which he managed the controversy. (Opposition cheers.) 

The one issue before the House was how to reconcile the 
individual wishes and fears of doctors as to the manner in which 
they felt able to conduct their professional duties with the 
needs of a national health service which the vast majority 
wished to secure. It was not a case of a private wrangle 
between the Minister and a score of elderly doctors. The field 
was very much more extended. Doctors, dentists, and the 
optical profession were all concerned and anxieties were rising 

Mr. BEvAN said that the dentists’ objection was the old one 
of wanting more money, and the ophthalmic opticians were 
perfectly satisfied with the conditions of the scheme. (Opposi- 
tion cries of “ Oh.”’) 

Mr. BUTLER said that that was not the information sincerel 
submitted to him. The point of the Opposition amendment. 
he continued, was that the debate should not be used as a 
means of intimidating the doctors (Opposition cheers), and that 
the doctors should be given an opportunity of expressing their 
views freely. In the second place the Opposition felt that the 
Minister’s words “ that the conditions under which all the pro- 
fessions concerned are invited to participate” were not in 
accord with the dignity of the professions, and they felt obliged 
to insert a safeguard for the doctors during the period of their 
voting. 

The financial terms were not what was really at stake in this 
controversy. If the doctors came into the scheme it would not 
be due solely to financial inducement, but it would be due to 
conscience. The Opposition regarded the Act as part of the 
new social mosaic, and such a scheme could not be operated 
without the willing co-operation of all concerned. In the 
Education Act matters had been approached in a different spirit. 
Had they desired to conduct their negotiations under that Act 
by the method of lightning and thunder, and the method of 
public controversy, there would have been no opportunity of 
reaching a settlement. (Opposition cheers.) 

The Minister was misleading the country because the date 
was approaching for the introduction of the scheme and he 


had not secured the co-operation of the great medical profession. - 


This drift was another example of the irresponsible and incom- 
petent administration associated with the Government, and the 
responsibility for the grave danger in which the health scheme 
now stood lay at the door of the Minister of Health. (Opposi- 
tion cheers.) The whole stage was ready and set for this reform, 
and the only person who was unready and unset was the 
Minister. (Opposition laughter and Ministerial cries of “ No.) 

One of the main points of the Minister’s speech had been the 
sovereignty of Parliament. Did the Minister feel that the 
doctors were sabotaging Parliament by expressing their 
opinions ? 

Mr. BEvAN denied that he had ever said that. Collective 
abstention from participation in the Act was being organized, 
and that was sabotage. (Ministerial cheers.) 

Mr. BUTLER retorted that collective sabotage was an even 
stronger term. The doctors had been given by the Act an 
opportunity ‘to state their views, and the Minister must know 
that unless he obtained their co-operation the scheme would 
not work. 

It was the doctors who were going to suffer most, whatever 
happened in this controversy, because he did not believe that 
the doctors would withhold their work or their labour. They 
intended to go on working, and, so far as he could see, with the 
ending of the National Health scheme they would go on work- 
ing for nothing. The Minister had taunted him with trying to 
be an honest broker, and was probably trying to prepare the 
way to prejudice his remarks. But he did not intend to pay the 
slightest attention to that part of the Minister’s dialectics, nor 
did he wish that these issues of principle should be vulgarly 
personalized. The Minister had reached his present eminence 
by the art of vulgarly personalizing every principle (Opposition 
cheers). He declined to be misled by the Minister’s herrings. 
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Professional Freedom 

The first principle on which the doctors rested their case was 
that they must be free to practise according to their accepted 
gandards. They wanted freedom of professional judgment, 

ch, and action, and also freedom to write and publish. He 
understood from a recent Parliamentary answer by the Minister 
that a doctor would be able to write and publish in scientific 
journals what he liked without any prohibition whatever. 
Would the Minister confirm that ? . 

Mr. BevAN: Why should I confirm it? You first of all cast 
doubt. There never was any doubt whatsoever. The right 
honourable gentleman is leaving a trail of slime behind him. 

Continuing, Mr. BUTLER said that the second principle on 
which the doctors insisted was that in the interests of the com- 
munity the service of medicine should not become directly or 
indirectly a full-time service of the State. The real anxiety of 
the doctors was that the Minister had power in the regulations 
to extend the basic salary and make it eventually the main 
feature of the Service. 

Mr. BEVAN: That is a power which has existed since 1911. 
{t exists under the new Act no more than under the old Act. 

Mr. BUTLER said that he was trying to remove the anxieties 
of the doctors that it was the intention of the Government to 
expand the basic salary so that the members of the profession 
became Civil Servants. 

Mr. BEVAN: I said upon the Second Reading that it was the 
intention of the Government to pay the general practitioner 
mainly by way of capitation and the rest by a small element 
of basic salary. I repeated that in committee, and I repeat it 
now. There is no intention of extending it to make it a full- 
time salary. 

Mr. BUTLER replied, So far so good, but the Minister would 
have to go further and remove the general basic element in 
all salaries (Labour cries of “ Why ?”). It was not the basic 
salary by itself which was causing alarm to the medical pro- 
fession, but the fact that it might be expanded, and members 
of the profession might by that door be brought into the State 
Service. If the Minister could allay that apprehension he would 
have got one stage further. 

On the question of appeal, he asked the Minister to think 
about that again, although on that point he thought the Minister 
had a stronger case. The Minister had set up the tribunal, and 
the fear of the doctors was that there was an ultimate political 
chief at the top. Mr. Bevan should leave his elaborate system 
of the tribunal to decide those matters, and simply allow an 
appeal on fact to the courts from the tribunal, that was to say, 
whether the different operations had been carried out in a fair 
way according to all the regulations laid down. 

Mr. BEVAN indicated dissent. 

Mr. BUTLER said that it would mean that the Minister would 
not actually come in as the final appeal. If Mr. Bevan would 
follow that line of thought it would keep him out of the picture 
but would retain the tribunal as the ultimate authority, and 
not the Minister. That would lead to a possible method of 
getting the two sides together. 

There was very little that could not be settled by good will, 
toleration, and common sense (cheers) if the approach was 
broader than the party approach. They could not nationalize 
conscience (Opposition cheers), and it was no good trying to 
do so. Mr. Bevan would not get agreement.unless he got the 
confidence of the profession. It was important that the health 
scheme should work by agreement and not by coercion. An 
extra effort should be made to meet the doctors’ basic anxieties. 
What was wanted was a “ victory for common sense ” (Opposi- 
tion cheers). They hoped and prayed that the spirit of the 
Act might be carried out. He did not believe that it would 
be the public who suffered as much as the doctors if the impasse 
continued. 

He trusted that after the controversy was over, if the Govern- 
ment brought to it a little more toleration, patience, and 
common sense, the doctors would be able still to take their 
traditional oath. They would be able to feel that the tradi- 
tions of 2,000 years would continue, and the art of healing 
might be practised not by helots of the State but by free men 
serving the interests of the State (Opposition cheers). 


Direction 


Dr. SANTO JeGER said that a doctor searching for a living 
was directed to-day. He went where there was a vacancy. 
That was all the Act was doing. He had never been able 
to see how the Act interfered in any way with the relationship 
between doctor and patient. If there was any interference 
he would be the first to object. The doctor’s responsibility 
for and to his patients would be no less under the Act than 
it had been in the past. The Minister was not interfering or 


sending snoopers around the country. In the new Service 
doctors would get greater responsibility on their executive 


committees. Many doctors were now working for basic 
salaries, and no one would say that they were any the worse 
on that account. He confessed that -he would have liked a 
full-time salaried service, “ but, as we cannot have that, I am 
prepared to take the next best thing, which is a basic salary.” 
The new Service would be flexible. Never before had doctors 
had such full consultation, and he could not see what they 
had to grumble about. 

Mr. FRANK Byers said that what mattered was that the dis- 

pute itself might prejudice the working of an efficient Service 
which so many millions had been looking forward to for so 
many years. The fact was that the doctors were voting “ blind,” 
and they had been grossly misled by a small clique in the 
B.M.A. The Conservative amendment was utterly puerile, but 
he could not absolve the Minister from complete blame. He 
would have been well advised to have made more public utter- 
ances in order to show to the average doctor the exact truth 
and to counteract the misrepresentations of the B.M.A. Much 
of the propaganda of the B.M.A. was a direct challenge to the 
Act, and Members of Parliament must resist that. The dispute 
had to be settled. The B.M.A. should take the initiative now. . 
If not, the doctors should get rid of the people in the B.M.A. 
and appoint a new committee to negotiate with the Minister. 
The trouble with the plebiscite was that people did not under- 
stand the issues involved. There was very little substance indeed 
in the case put forward by the B.M.A. The main thing was 
to get the Service going in a spirit of good will, and that involved 
give and take on both sides. 
. Dr. STEPHEN TayYLor said that if ever there was a badly 
bewildered profession it was the medical profession at the 
moment. The spokesmen of the B.M.A. had spoken in passion- 
ate terms, but the burden of the message ranged from a com- 
plete emotional denouncement to admissions that the bulk of 
the Act was good, except on four or five points. 

There was only one possible reason for contemplating a full- 
salaried system, namely, on the assumption that the proposed 
machinery would fail. If the doctors made a success of the 
scheme they would have the full backing of Socialist members 
in resisting a full-salaried service. 


Rooted Objections 


Mr. LinsteaD suggested that the Minister had failed to under- 
stand the root cause of the objection of the medical profession 
to the National Health Service Act. The conditions under 
which the dentists and pharmacists were to be invited to partici- 
pate in the new Service had not yet been made known, and it 
was not right to ask the House to agree to a motion in advance 
of the supply of vital information. 

If the Minister thought that a sufficient number of doctors. 
would come into the Service over the head of the Negotiating 
Committee he had missed the essential points. This contro- 
versy could not be viewed otherwise than against the existing 
social and political background. In 1911 the direction of labour 
or the possibility of a full-time State Medical Service had not 
been thought of. Those things were very much in the public 
mind to-day, and therefore the Minister could not reiy on the 
collapse of the opposition of the doctors as happened 37 


-years ago. 


More and more the members of the various professions were 
becoming either directly or at one remove State employees. 
That was a completely new state of affairs which raised a whole 
series of new problems, which must be worked out in the 
British fashion of trial and error. All these considerations 
pd at the back of the differences between the Minister and the 

octors. 

Hitherto the doctors had been able to lay down their own 
professional standards. Rightly or wrongly they feared that 
there was now a danger that those traditions would go by the 
board. There was also a fear that doctors would lose the right 
to practise where they liked. The Minister would not get the 
good will of the medical profession until he convinced its 
members that their professional standards and traditions would 
be respected. 

If the Minister’s assurance that there was no intention of 
turning the medical profession into a whole-time State-salaried 
service was to be accepted, why could he not continue the 
capitation fee system which had worked for many years under 
the National Health Insurance Acts? Perhaps Mr. Bevan 
believed that he would be able to break the resistance of the 
doctors by means of the Government majority in the House 
of Commons and by the power of the purse. If he did so it 
would be a dearly bought victory, and the public would be the 
victims, because without the co-operation of the doctors no 
national health scheme could ever work successfully. It was 
still possible by an act of statesmanship to enable the scheme to 
be brought into operation with the co-operation of the medical 
profession. 
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Mr. LesLie Hate said that the B.M.A. had never repre- 
sented the medical profession in this matter, and the time had 
come to make that clear. The plebiscite asked the doctors 
not only to state whether they were willing to enter the new 
Service or not, but also to put the B.M.A. in a position to wreck 
the scheme and defy the will of Parliament. 


The Profession and the B.M.A. 


Sir ERNEST GRAHAM-LITTLE said that what mattered was not 
promises or statements by the Minister, but what was in the 
National Health Service Act. He conténded that the requisite 
personnel and buildings could not be forthcoming to enable the 
Act to be brought into operation on the appointed day or any 
foreseeable future date. 

After quoting the voting figures by consultants and specialists 
against the scheme, he said that those sections of the profes- 
sion were not so important in this respect as the general practi- 
tioners, who were three times as numerous. The general practi- 
tioners were represented by the B.M.A. The position of that 
body had been widely misinterpreted, notably by the Minister 
himself. The Council of the B.M.A. was obliged to adopt the 
official policy of the Association expressed in resolutions passed 
by the Representative Body by not less than a two-thirds 
majority. The rejection of the 1946 Act was the policy of 
the Association, and it would have been entirely within their 
right to announce it at once. They had, however, wisely 
decided to consult not only their own members but all members 
vf the profession. 

The whole structure of the new National Health Service— 
and especially the general practitioners’ section—was based on 
the provision of health centres for the whole community. But 
_ the Minister had announced that the provisions of those centres 
must be postponed. That made an enormous hole in the 
scheme, particularly as it affected the general practitioner. The 
shortage of dentists was even more serious than the shortage 
of doctors. The statement that the new Act established a 
sound foundation for a health service for the people would not 
bear examination. The position was extremely critical. The 
medical profession were extremely suspicious of the Govern- 
ment and the measures proposed. They were very reluctant 
to forgo their privileges, and he hoped that their fears would 
be diminished. 

Mr. Bairp thought that the position taken up by many 
doctors was due to ignorance of the Act resulting from the 
flood of propaganda to which they had been subjected during 
the past few months. He believed that the rank and file of 
medical and dental practitioners were worried because they 
had been led to fear that they would be subject to unnecessary 
bureaucratic control. Nothing could be further from the truth. 
No professions in the world were entrusted with more control 
of their own destiny than the medical and dental professions 
possessed under the new Health Act. 


After Mr. Law had wound up the case for the Opposition by 


moving the amendment, Mr. Woopeurn, Secretary of State for 
Scotland, ended the debate with a vigorous defence of the 
Minister of Health. Mr. Woodburn said that he came into the 
negotiations late in their progress with an objective mind. He 
had seen no indication that the B.M.A. and their associates 
were prepared to work the scheme : they seemed more keen to 
have a fight than to get a settlement. There would have been 
no need for the debate but for the fact that the matter had been 
muddied by the propaganda campaign of the B.M.A., which 
had perverted the whole discussion. The real issue was whether 
it was in the public interest that the doctors should be allowed 
to boycott the Act of Parliament. If it was a question of 
loyalties. doctors should be loyal to the needs of the patients, 
even if it meant disloyalty to the campaign of the B.M.A. 

The closure was then applied, and after this had been carried 
by 341 votes to 177—Government maiority, 164—the amend- 
ment was reiected by 337 votes to 178, and the motion was 
then agreed to. 


Trade Union Membership and the N.H.S. Act 


Mr. ATTEWELL on Jan. 29 asked the Minister of Health 
whether membership of a trade union would be required as 
a condition of employment in the National Health Service ; 
and whether existing professional bodies would have repre- 
sentation in the machinery for the negotiation of remuneration 
and conditions of service. 

Mr. BEVAN replied, No, Sir. He hoped that persons employed 
in the National Health Service would be encouraged to belong 
to their appropriate organizations, but it would not be a condi- 
tion of employment, and there would be no pressure upon 
anyone to belone to any organization, whether professional 
or trade union. With regard to the second part of the question, 
arrangements for setting up Whitley machinery in the National 


Health Service were well advanced, and for a lar : 
provisional employees’ sides had already been set No 
that twenty-five professional organizations were represented . 
these sides, and there was no truth in the suggestion that rete 
organizations would not have appropriate representation. 


Organized Enlightenment 

Wing-Commander HuLBERT on Feb. 5 asked the Mini 
Health if his attention had been drawn to the fact oa 
consultants and specialists, at a meeting at the headquarters of 
the British Medical Association on Jan. 27, rejected his propo- 
what action he proposed to take to make the ; 
to the medical 

Mr. Bevan said he was aware of this. He thought that if 
professional men and women were allowed, at organized meet- 
ings of this kind, a little enlightenment as to the true facts of 
the new scheme, they would certainly find it acceptable to them 


: Attempted Intimidation 


On Feb. 5 Dr. S. JEGER asked the Minister of Health whether 
he knew that in the plebiscite of doctors now being held by 
the B.M.A. each doctor was required to disclose his identity 
on the ballot paper ; and whether in view of the fact that Many 
doctors interpreted this violation of voting secrecy as an attempt 
to intimidate individual doctors, he would take steps to get a 
more accurate expression of the opinion of doctors on the 
question of their co-operation in the new National Health 

r. BEVAN, in reply, referred Dr. Jeger to the answe i 
he had given on Jan. 29 to Mr. Tiffany. ‘ 

_Mr. TiFFANy asked the Minister of Health to place in the 
Library copies of the two documents issued, by agreement 
between him and the Medical Negotiating Committee, to all 
doctors in the country. 

Mr. BEVAN said he had done this. 


Royalties in the N.H.S. 


Colonel Stoppart-Scotr asked the Minister of Health on 
Feb. 5 for an assurance that the doctors and dentists who 
entered the National Health Service and published scientific 
or clinical articles and books would be permitted to retain 
fees and royalties that their writings earned. 

Mr. BevaN replied that both professions would in this respect 
be in the same position as they were now. 


Universities and Colleges 


UNIVERSITY OF OXFORD 


In a congregation held on Jan. 22 the following degrees were 
conferred : 


B.M.—J. F. Hale, J. E. Middleton, C. A. B. Clemetson, B. W. Cole, *D. C. 
Turk, *R. W. Emanuel, *I. Kelsey Fry, *G. L. T. M. Patey, *Christine L. Miller. 


* In absence. 
At a degree ceremony on Dec. 13, 1947, the degree of D.Sc. was 
conferred on J. Walker. 


UNIVERSITY OF CAMBRIDGE 


The following medical degrees were conferred on Jan. 30: 

M.B., B.Cuir.—*R. W. Brown, *P. H. A. Sneath,* *M. 8. Adams, *N. H. 
Harris, *B. M. Watney, *P. S. Andrews, *P. H. Bright, *9. E. F. Es 
*J. E. Maclver, *J. Prestt, *J. D. Scott, I. S. Longmuir, D. S. Paine, *J. M. Frew, 
J. G. Bennette, B. E. Shairp, *E. H. Eason, *C. P. Atkin, *M. H. Clement, 
*D. Cooner, *W. N. Ingham, *R. V. Knight, *L. C. Robson, *M. H. Russell, 
*D. H. HM Walford, *J. H. Cule, R. G. Gibbs, G. G. Walker, *R. K. Mason, 
*M. D. M. Bowen, *K. C. G. Taylor, *M. B. Thompson, *W. Lewis, D. A. P. 
a. *J. D. Cox, *G. W. C. Johnson, *F. R. Lambert, D. Whitfield, *H. C. H. 

* By proxy. 

Titles of degrees were conferred by diploma during January on 
B. Jones, M.B., B.Chir. (Girton College), and A. E. Perkins, M.B., 
B.Chir. (Newnham College). 


UNIVERSITY OF EDINBURGH 


Robert McWhirter, F.R.C.S.Ed., D.M.R.E., F.F.R., has _ been 
appointed to the recently instituted Forbes Chair of Medical 
Radiology in the University. 


UNIVERSITY OF DUBLIN 


The degree of M.D. has been conferred on Air Commodore E. A. 
Lumley, M.C., R.A.F. 
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No. 4 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Jan. 24. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 
Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
4b) London (administrative county). (c) The 16 principal towns in Scotland (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 


no return available. 


1948 1947 (Corresponding Week) 
Disease 
@ @ @|e© 
Cerebrospinal fever .. 47; 21) 2) — 94] 13! 30) 2) — 
Deaths oe 1) — 
Diphtheria 25 14 14) 70} 22) 7 
Deaths 
ntery 131) 43) — 97) 4 32) tj) — 
| 
Encephalitis lethargica, 
Deaths Pe _ 
Erysipelas 55| 6} 58} 7] 5 
Deaths oe es | 
infective enteritis or 
diarrhoea under 2 
years 24 26 
Deaths 44 5) S|} 83) 4 12; 9 #1 
Measles* 3,457| 284|1023) 121] 14] 11,671) 418] 24) 912 
Deathst 3, — — 2 
Ophthalmia neonatorum 644 87; S| 1) — 
Paratyphoid fever 7 1 — | —| — 
Pneumonia, influenzal . . 780} 69) 7) 4 1,2 79} 25} 11) 11 
Deaths (from  influ- 
enza)t 18} 5} 92} 17) 10) 1 1 
Pneumonia, primary .. 278) 31 367} 57 
Deaths 454| 47 12} 1 73 14 
Polio-encephalitis, acute 3; — 1] — 
Deaths 
Poliomyelitis, acute .. 35) 4 3 — 5 
Deaths§ 3} — 1 
Puerperal .. 1 7 1 a 
Deaths 
Puerperal pyrexial| .. 110] 12} 10) 2) 133} 7} 21] 2) — 
Deaths 
| 1,847] 127| 350) 39) 45] 1,286) 81 19} 42 
ee — — — 
Typhoid fever .. wa 6, 1 1) 4 #1 6) — 1 3; — 
Whooping-cough* | 2,547; 158} 39) 42) 4) 2,151) 196) 406 108) 42 
ths (0-1 year ry 1 1} 19 
Infant mortality rate 
(per 1,000 live births) 
Deaths (excluding still- 
births) .. | 5,222} 788} 685} 215} 1 6,200/1019| 820} 263} 155 
Annual death rate (per 
1,000 persons living) 13-8} 13-5 17-0) 
Live births .. | 8,421/1319|1030] 372) 264] 356] 284 
Annual rate per 1,000 
persons living .. 20-8} 23-3 24:8 
Stillbirths 231; 24) 21 277; 29) 43 
total 
irths including 
stillborn) .. ‘a 34 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 

afe therefore an approximation only. 
Deaths from measles and scarlet fever for England and Wales, London 

(administrative county), will no longer be published. 

t Includes primary form for England and Wales, London (administrative 

¢ number of deaths from iomyelitis and polio-encephalitis for 

and Wales, London (administrative county), are combined. 


|| Includes puerperal fever for England and Wales and Eire. - 


EPIDEMIOLOGICAL NOTES 


Poliomyelitis 


Notifications of poliomyelitis 49 (35) and of polio-encephalitis 
4 (3) for the week ended Jan. 31 showed an increase. Figures 
for the previous week are given in parentheses. The principal 
increases of poliomyelitis and polio-encephalitis together were 
in London 6 (4), Chester 4 (2), Devon 3 (1), Warwick 7 (2), 
Wiltshire 2 (0), and Yorkshire West Riding 4 (2). In Warwick- 
shire 4 cases of poliomyelitis were notified in Birmingham 
C.B., one in Solihull U.D., and one each in Alcester and 
Stratford R.D. 

In 1947 primary notifications of infantile paralysis in England 
and Wales numbered 9,199. Corrections are expected to reduce 
this figure to about 7,350. The previous highest figure since 
1912, when notification became compulsory, was 1,585 in 1938 


Discussion of Table 


In England and Wales infectious diseases were more prevalent 
during the week. There were increases in the incidence of 
whooping-cough » 204, measles 153, scarlet fever 93, and 
dysentery 35. 

A small increase in the incidence of scarlet fever was recorded 
in most areas of the country ; the only notable exception was 
a decrease of 48 in Yorkshire West Riding. The incidence of 
whooping-cough in London remained stationary ; elsewhere a 
small rise occurred, but the only large increase was 61 in 
Lincolnshire: 

An increase in the number of notifications of measles was 
recorded in all areas except the North, where a slight decrease 
occurred ; the largest variations in the returns were an increase 
of 44 in London and a decrease of 39 in Lancashire. The 
only fluctuation of any size in the returns for diphtheria was 
an increase of 11 in Lancashire. 

One case of typhoid and two of paratyphoid fever were 
notified in Northumberland, Rothbury R.D. The rise in the 
incidence of dysentery was due to an increase of 31 in Lanca- 
shire and 13 in Yorkshire West Riding. In Lancashire the 
outbreak in Oldham rose from 4 to 20 and a fresh outbreak 
involving 25 persons was reported from Lancaster M.B. 

The notifications of acute poliomyelitis declined by 12, and 
the largest returns were Lancashire 5, London 4, Middlesex 4. 
Liverpool C.B. with two cases of poliomyelitis was the only 
administrative area with more than one case. 

In Scotland increases occurred in the notifications of measles 
124 and acute primary pneumonia 25, while a decrease was 
recorded for scarlet fever 27. In the western area a rise of 9 
occurred in the notifications of cerebrospinal fever and diph- 
theria. Half of the cases of dysentery were notified in the 
north-eastern area. ‘ : 

In Eire the incidence of measles decreased by 16 and that 
of scarlet fever rose by 15. 

In Northern Ireland \ittle change occurred in the trends of 
infectious diseases. 


Infectious Diseases during January, 1948 


The incidence of the notifiable diseases during January in 
England and Wales presents some interesting contrasts when 
compared with the levels of preceding years. The chief feature 
of the returns is the absence of an influenza epidemic—the 
deaths from influenza are only about one-quarter of the pre- 
ceding lowest totals. Scarlet fever and whooping-cough were 
exceptionally prevalent. The notifications of measles were 
about five times the inter-epidemic level. Acute pneumonia has 
been at a low level. The notifications during the first four 
weeks of the past five years were : : 


1944 | 1945 | 1946 | 1947 | 1948 

Scarlet fever 7,603 | 5,866) 5,356 | 4,731] 7,052 
Whooping-cough 8,150 | 6,626] 4,818 | 8,301 | 9,672 
Diphtheria a 2.826 | 1,866} 1,900 977 818 
Measles 2,744 | 47,921 | 3,181 | 43,804 | 14,740 
Acute pneumonia oe s .. | 5,129 | 5,437| 5,360 | 6,021] 3,392 
Cerebrospinal fever .. 286 270 277 269 

Dysentery ay 664 | 1,178] 1,358 321 549 
Enteric (typhoid and paratyphoid) .. 23 37 18 33 36 
Influenza deaths in the Great Towns 699 270 736 287 78 


Diphtheria in 1947 


Provisional returns for 1947 show that in the 126 great towns 
a new low record for diphtheria was established. There were 
6,775 cases and 128 deaths, totals which are 4,492 and 111 fewer 
than in the previous year. For the country as a whole there 
were on the average 58,000 cases and 2,800 deaths in the pre- 
war period. In 1946, the last year for which complete figures 
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are available, there ‘were 18,284 cases and 472 deaths. Since 


1941, when the immunization campaign started, until the end Thoughts for a Quiet Week-end 


of June, 1947, nearly seven million children have been February. is ever a month of funerals. . . —Observer, Feb. 9. Bar 
immunized under local authority schemes in England and — Asked to send a message to the opening day of a training schoo} on 
Wales. for nurses, Bernard Shaw replied: “ What nurses really need to be- So 
told is that they are at present trained to kill their patients IN 
Week Ending January 31 untimely washings and unwholesome diets.”—Sunday Express, Feb. 9 ne 
The notifications of infectious diseases in England and Wales “ 
during the week included: scarlet fever 1,926, whooping-cough Wills 
2,725, diphtheria 200, measles 4,233, acute pneumonia 850, Dr. Charles Paget Lapage, of Didsbury, Manchester, left £20,588. log 
cerebrospinal fever 48, acute poliomyelitis 49, dysentery 208, Dr. John Skardon Prowse, formerly of Moss Side, Manchester, lef, a? 
paratyphoid 4, and typhoid 2. £16,430. Surgeon Rear-Admiral Sir George Welch, who died on Sr. | 
_— Oct. 26, 1947, left £5,951. Dr. Angus MacGillivray of MacGillivray, ,* 
twenty-eighth Chief of the Clan MacGillivray, left £20,496. der 

STAIN 
Medical News COMING EVENTS i 

Association of Army Psychiatrists 
Diamond Jubilee at Axbridge The fourth reunion of Army Psychiatrists will take place at Slater's. BRIT! 


Restaurant, 50, Cannon Street, London, E.C., on Saturday, Feb. 21, Fet 
from 7.30 to 10.30 p.m. Details may be obtained from the honorary 
secretary, Lieut.-Col. J. C. Penton, R.A.M.C., The Old Farm House, 
1, Gatehill Road, Northwood, Middlesex. , Sec 


Edinburgh Refresher Course 
A fortnight’s refresher course at Edinburgh University begins op = 
Monday, May 3, at 9 a.m. It is intended primarily for demobilized Bro 


On Jan. 18 Dr. Arthur Victor Leche celebrated his diamond 
jubilee as a resident of Axbridge, Somerset, where he first began 
medical practice on Jan. 18, 1888. Dr. Leche qualified M.R.C.S. in 
1887 and took the L.R.C.P.Ed. in the following year. He was the 
first M.O.H. for the Axbridge Rural District. 


Experimental Psychology: New Journal 


In view of the increasing interest in experimental psychology in 


recent years, the Experimental Psychology Group has decided to medical officers (Class II) and for insurance practitioners. Fee for Royal 
found a new journal to be known as the Quarterly Journal of graduates not claiming expenses from Government sources, 10 gns. 4 | 
Experimental Psychology. Editorial inquiries should be addressed c 
to Mr. R. C. Oldfield, M.A., Institute of Experimental Psychology, Royal Medico-Psychological Association , ' TuBEr 
34, Banbury Road, Oxford, and the journal may be ordered (30s. The next quarterly meeting of the Royal Medico-Psychologica} and 
per year or 8s. 6d. per part) from W. Heffer and Sons, Petty Cury, Association will be held at the Royal Society of Medicine (1, Wim- “Pi 
Cambridge. pole Street, London, W.) on Friday, Feb. 20, when, at 2.30 pm, Sho 
the subject for discussion will be “ The Place of the Psychiatrist in Dr. 

Journal of the C.S.P. : a Children’s Hospital.”’ Papers will be read by Prof. R. W. B. Ellis ~ 
Physiotherapy, the journal of the Chartered Society of Physio- and Dr. Eleanor Creak. Members of the British Paediatric Associa- Par 
therapy and successor to the Journal of that society, is now produced tion and Fellows of the Paediatrics Section of the Royal Society thes 
in a brighter and more easily readable format. The current number Of Medicine are invited to attend this session of the meeting. . Stre 
(January, 1948) includes original articles on physiotherapy in dis- Industrial Medicine in New York His 


seminated sclerosis, on congenital round shoulders, and on the 


theory and practice of radiotherapy. The Long Island College of Medicine will hold its fifth post- 


graduate course on industrial medicine on April 5-16. The fee for 

Food Standards Committee the course is 75 dollars. Inquiries —_ be —— to: 
A Food Standards Committee has been appointed with power to Dr- Thomas D. Dublin, Department of Preventive icine and 

review the composition of foods other than liquid milk. It will Community Health, 248, Baltic Street, Brooklyn 2, New York. 

replace the Inter-Departmental Committee on Food Standards set 

up in September, 1942. The Committee will advise the Ministers of 

Food and Health and the Secretary of State for Scotland on regula- 

tions which can be made under the Defence (Sale of Food) Regula- 

tions, 1943, and the Food and Drugs Act concerning the composition Monday 

of foods other than liquid milk, and it will recommend food 

standards designed to protect the consumer against the sale of inferior 

products. The following have been appointed to the Committee: pr? W. Russell Brain. j 

Mr. Norman C. Wright, Ph.D., Chief Scientific Adviser to the Ne : 

Ministry of Food (chairman); Mr. G. G. Barnes (vice-chairman) ; lage, 

Mr. C. A. Adams, B.Sc.; Mr. P. N. R. Butcher ; Prof. S. G. Cowell ; BY C. E. Duk 

FRS.: Mr. A MSc.: Sir Harry Practice.”’ First Lettsomian Lecture by Dr. C. E. Dukes. 


SOCIETIES AND LECTURES 


Hague; Sir Harry Jephcott, M.Sc.; Mr. J. M. Johnston; Mr. G. W. Tuesday 
Monier-Williams, Ph.D.; Mr. J. R. Nichols, D.Sc.; Mr. R. W. Cuapwick Trust—At 26, Portland Place, London, W., Feb. 17, 
Sutton, B.Sc.; Mr. G. Taylor. Mr. K. R. — = been ——— 2.30 p.m. “ How Medicine became Social,” by Dr. René Sand. 
secretary, and communications intended for the Committee shou , 5, Lisle Street, Leicester Square, 
be addressed to him at the offices of the Ministry of Food, Food Png Pathological Dr. Al 
Standards Division, Devonshire House, Mayfair Place, Piccadilly, by Dr. I. Muende. = 
ondon, W.C.—Feb. 17, 9.30 a.m. ‘“‘ Non-operative Treatmen 
British Service Families in Germany 7 Maxillary Sinusitis,” by Mr. Myles L. Formby. McCabe- 
Dr. W. E. Chiesman, Medical Adviser to the Treasury, leads gery of CHEMICAL INDUSTRY.—Joint meeting with Manchester M.B.,. 
a team investigating medical facilities for the families of British Section of the Society of Chemical Industry and Manchester and 
Servicemen in Germany and Austria. District Section of Royal Institute of Chemistry at Gas Showrooms, 
Town Hall Annexe, Manchester, Feb. 17, 10.30 a.m. “New were 
Working Party on Narsing Developments in German Dairy Industry,” by Mr, F. of hg aie 
The Council of the Royal College of Nursing has issued a draft Z Food on F F.R.C. 
memorandum on the Report of the Working Party on the Recruit- ts” by Mr R Perdue. Clarke.— 
ment and Training of Nurses. The Council begins by pointing out ? i dic Fasson.— 
that it has for some time been advocating many of the recommenda- UNIVERSITY COLLEGE M.D.E 
tions made by the Working Party. It thinks that the Working Party Street, Me per Pharmacologic 
made insufficient allowance for the handicaps that beset the nursing Chemistry of Enzymes (ii), o.oo don —< 
profession during the war, and it emphasizes that the key to staffing _ Wednesday Freer, 
is the provision of adequate domestic help. On the question of INsTITUTE OF DERMATOLOGY, 5, Lisle Street, Leicester Square, | Geoghegs 
human relationships, which the Working Party stressed as a cause London, W.C.—Feb. 18, 5 p.m. “X-ray Technique,” by Dr. Geoghe 
of serious wastage of student nurses, Council a C. W. McKenny. 
closer study of methods of developing satisfactory staff relationships, = ristock 
and further experimentation in connexion with the unbroken spans and 
of duty required of nurses. The Council considers that the basic Applications of Direct Microscopy to the Investigation of Starch Rubidg 
— should last three years, not two as suggested by the Working and Cellulose Breakdown in the Digestive Tract,” by Mr. Frank | wey, —; 
arty. Baker. / SE. 
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BriTISH INSTITUTE OF RapioLocy, 32, Welbeck Street, London, W.— 
Feb. 19, 8 p.m. “ Radiotherapy in Dermatological Conditions,” 
by Dr. R. T. Brain. 

EDINBURGH CLINICAL Cius.—At B.M.A. Scottish House, 7, Drums- 
heugh Gardens, Edinburgh, Feb. 19, 8 p.m. “ Domiciliary Mid- 
wifery,” by Dr. W. I. C. Morris. : 

RovaAL SocieTY OF TROPICAL MEDICINE AND HyGIENE.—At 26, 
Portland Place, London, W., Feb. 19, 7.30 p.m. “ The Patho- 

logical Processes in Malaria, per by Prof. B. G. Maegraith ; 

“ Liver Lesions in Malaria,” by Dr. W. H. H. Andrews, Discussion. 

sr. Georce’s HospitaL MeEpicat Scuoor, Hyde Park Corner, 
London, S.W.—Feb. 19, 4.30 p.m. Neurological Lecture- 
demonstration, by Dr. A. Feiling. ' 

STaAINCLIFFE CouNnTY HospitaL, Dewsbury, Yorkshire——Feb. 19, 
9.15 p.m. ‘“Post-Menopausal Haemorrhage,” by Prof. A. M. 


e. 
Clay Friday 

BriTISH INSTITUTE OF RADIOLOGY, 32, Welbeck Street, London, W.— 
Feb. 20, 8 p.m. “ Advances in the Design of X-ray Diagnostic 
Equipment,” by Dr. A. Nemet. 

FacuLTY OF RaDIoLocists.—At aoe College of Surgeons, Lincoln’s 
Inn Fields, London, W.C., Feb. 20, 2.15 p.m. Radiotherapy 
Section Meeting. Discussion: “Carcinoma of the Bladder.” 
Openers: Messrs. Arthur Jacobs, E. W. Riches, and John Millen. 

Lonpon Cuest Hospitat, Victoria Park, E.—Feb. 20, 5 io 
“General Anaesthesia for Surgery of the Heart,’’ by Dr rry 
Brown. 

Rovat MepicaL Society, 7, Melbourne Placé, Edinburgh.—Feb. 20, 
8 . “ Bronchial Carcinoma.” Dissertation by Mr. I. F. 
McLaren. 


TuBeRCULOSIS AssOcIATION.—At Royal Society of Tropical Medicine 
and Hygiene, 26, Portland Place, London, W., Feb. 20, 3 p.m. 
“ Preliminary Reports on Results of Streptomycin Trials in Britain,” 
Short papers by Dr. Geoffrey Marshall, Prof. Capon, 
Dr. Honor Smith, Dr. Douglas Smith, Dr. Richard Brent, 
Dr. J. W. Crofton, Dr. Robert Cruickshank, Dr. I. A. B. Cathie, 
and Dr. Marc Daniels. Dr. Jacques Bourdin (Laennec Hospital, 
Paris) will also speak. 

UNIVERSITY COLLEGE LONDON: DEPARTMENT OF PHYSIOLOGY, Gower 
Street, W.C.—Feb. 20, 5 p.m. ‘“ The Physician, His Drugs and 
His Instruments,” by Dr. E. A. Underwood. 


APPOINTMENTS | 


Air Marshal Sir Harold Whittingham, K.C.B., K.B.E., F.R.C.P., 
has been appointed Director of Medical Services, British Overseas 
Airways Corporation, in succession to Air Vice-Marshal Sir William 
Tyrrell, K.B.E., D.S.O., M.C., M.B., B.Ch., who has retired. 


AYLESBURY: ROYAL BUCKINGHAMSHIRE HospiraL.—Surgeon to Ear, Nose, and 
Throat Department: Brian Reeves, F.R.C.S.Ed. Dental Surgeon: A. G. Beaton, 
M.LR.C.S., L.R.C.P., B.D.S. Clinical Assistant to Dermatological tment : 
G. H. V. Clarke, M.R.C.S., L.R.C.P. : 

Brown, W., 
General and North-West London Hospital 

PRINGLE, P., LL.B., M.R.C.S., L.R.C.P., D.I.H., Chief Medical Officer, British 
Electricity Authority. 


BIRTHS, MARRIAGES, AND DEATHS | 


BIRTHS 
Fietcher.—On Jan. 31, 1948, to Muriel (née Frew, M.B., Ch.B.), wife of 
Dr. Albert F. Fletcher, of Fitz Park House, Keswick, a brother for Andrew. 
Ross.—On Feb. 3, 1948, at the London Hospital, to Margaret (née Green), 
wife of Dr. Michael Ross, a son. 


MARRIAGE 


McCabe—Milne.—On Jan. 24, 1948, at Changi, Singapore, John K. McCabe. 
M.B., to Elizabeth M. I. Milne, M.B. 


DEATHS 
Barrow.—On Jan. 31, 1948, Frederick Barrow, M.R.C.S., of Ogle House, 
Rothbury, Northumberland, aged 95. 
Brown.—On Feb. 2, 1948, at Worthing, Herbert Henry Brown, O.B.E., M.D., 
F.R.C.S., aged 85. 
Clarke.—On Jan, 10, 1948, at Napier, New Zealand, Edward Clarke, M.D. 
Fasson.—On Jan. 25, 1948, at Hertford Hospital, Robert Robertson Fasson, 
M.D.Ed., Surgeon Commander, R.N., retired, of Sunnylawn, Broxbourne. 
Ferguson.—On Jan. 22, 1948, at ‘‘ Wychwood,” Dunedin, New Zealand, Sir 
Henry Lindo Ferguson, Kt., C.M.G., M.D., F.R.C.S.I., F.R.A.C.S., aged 89. 
Freer.—On Jan. 30, 1948, at Noble’s Hospital, Isle of Man, Robert Mylcraine 
Freer, M.D.Ed., aged 78. 

Geoghegan.—On Feb. 4, 1948, at the Middlesex Hospital, London, W., Joseph 
Geoghegan, M.D., F.R.C.S.Ed., of 22, Wimpole Street, London, W. 

Hayburn.—On Jan. 19, 1948, at 6, Victor Road, Manningham, Bradford, Yorks, 
William Ernest Hayburn, M.B., B.Ch., aged 74. 

Rees.—On Jan. 26, 1948, William Hywel Rees, M.B., Ch.B.Ed. 

Robidge.—At Graaff-Reinet, Cape Province, South Africa, John Liesching 
Rubidge, M.B., C.M.Ed., aged 80. 

Tay neocons. Dr. Gerald Webb, late of Guy’s Hospital, London Bridge, 


D.M., M.R.C.P., Honorary Psychiatrist, Hampstead 


Any Questions ? 


Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


Renal Glycosuria in a Boy 

Q.—A boy aged 10 was found to have glycosuria with 
S.G. 1032. He had had a recent infection of the nail beds. 
Apart from failure to gain weight he is quite well. Accord- 
ing to hospital reports, glucose tolerance is within normal limits. 
The child’s grandfather was a diabetic. Is it an approved prac- 
tice to administer small doses of, say, 5 units of insulin daily 
to such a case in order to stimulate carbohydrate metabolism ? 
Or is one bound to face the fact that weight increase will be 
permanently retarded by occasional renal glycosuria ? 

A.—Since the sugar-tolerance curve was within normal limits 
the diagnosis of renal glycosuria seems justified. The total 
amount of sugar excreted in. the urine in this condition is usually 


- 10-15 g. a day, though it may be as much as 30 g. In view of 


the history that the grandfather had diabetes it is possible that 
the child may develop the disease, since the presence of a low 
threshold for sugar does not prevent its onset. It is advisable 
to estimate the total amount of sugar passed in the 24 hours. If 
this amounts to 10-20 g. only, the child has not developed 
diabetes, but if more than 20 g. is excreted the sugar-tolerance 
test should be repeated. If this is normal, although say 30 g. 
of sugar is excreted, an occasional estimation of the total sugar 
excreted should be made, but it is unnecessary to repeat the 
sugar-tolerance test unless the amount of sugar excreted in- 
creases. The giving of 5 units of insulin is unnecessary, as the 
patient makes as much insulin as he needs, and the extra amount 
would be valueless. The loss of even as much as 30 g. of sugar 
a day means that an extra 120 calories will be needed daily, but 
this in normal times is readily supplied, though it may be a 
little difficult so long as both potatoes and bread are rationed. 
The giving of an amount of glucose equal to that excreted in 
the urine may, under present conditions, be necessary if more 
than 10 g. is excreted in the 24 hours. 


Pregnancy in an Epileptic 

Q.—A woman aged 24 started having very severe epileptic 
attacks at the age of 15; menstruation began at 12 years. She 
is now controlled and free from attacks, but only by the rather | 
staggering dosage of “ epanutin” 14 gr. (0.1 g.) and phenobarbi- 
tone 2 gr. (0.13 g.) twice daily. (Other combinations and 
dosages have been tried in profusion, but she always relapses 
into major attacks.) There is no history of epilepsy on either 
side of her family, and her husband’s family is also clear. 
She is anxious for advice about having a child. It is said that 
the chances of the child being epileptic are increased tenfoid 
if either parent has the disease. What effect. may the huge 
doses of drugs she is taking have upon pregnancy, labour, and 
the child; and should she be allowed to contemplate the idea? 
If the answer is against pregnancy, is her condition such as 
to warrant therapeutic abortion in the event of an accidental 
conception ? 

A.—This statement of the risks of inheritance is apparently 
based on Russell Brain’s 1934 estimate that the expected inci- 
dence of epilepsy among the children of an epileptic is 1 in 
10, but it is not quite an accurate interpretation in that it does 
not allow for the fact that the children of apparently healthy 
parents are by no means immune. Moreover, several recent 
observers have found that only 2 to 3% of offspring are affected 
when only one parent has epilepsy. It is possible that an occult 
predisposition to epilepsy in one or other parent is important 
where inheritance is concerned, and it is suggested (W. G. 
Lennox and others, Arch. Neurol. Psychiat., Chicago, 1940, 
44, 1155) that the outlook for the children can be better 
assessed if electro-encephalography is carried out on the 
apparently healthy partner of the epileptic wife or husband. 
The duty of the medical attendant is to tell the couple what 
is known of the risks of inheritance, and the ultimate decision 
regarding pregnancy should then rest with them. If, however, 
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a pregnancy occurs unintentionally there would not be any 
justification for terminating it unless some complication such 
as status epilepticus (which is comparatively rare) should arise. 

It is impossible to foretell the effect of pregnancy on epilepsy. 
The fits might be reduced in number and the dose of sedatives 
could then be decreased. If need be, however, the drugs could 
be continued as at present without significant ill-effect on the 
course of pregnancy and labour, and without harm to the 
foetus provided they are not administered within four to six 
hours before delivery. The whole subject of epilepsy in rela- 
tion to pregnancy, including some mention of the problem of 
inheritance of the disease, has been reviewed by C. W. F. 
Burnett (J. Obstet. Gynaec. Brit. Emp., 1946, 53, 539). 


Lower Cervical Spondylarthrosis 

Q.—What is the treatment for a case of well-marked lower 
cervical spondylarthrosis with narrowing of the intervertebral 
disk spaces ; and what is the pathology of this disease ? 

A.—Lower cervical spondylarthrosis, more commonly known 
as osteoarthritis of the cervical spine, is characterized by de- 
generative changes in the intervertebral joints, often those 
between C 5 and 6 or between C 6 and 7. There is narrowiny 
of the disk space and of the facet articulations, with osteophytic 
lipping of the margins of the vertebral bodies. These changes 
are often secondary to previous lesions of the cérvical spine, 
usually either a prolapsed intervertebral disk or an infective 
condition. Treatment is in most cases conservative rather than 
operative. Some degree of relief may result from physiotherapy 
in the form of short-wave diathermy, exercises, and massage ; 
in selected cases the exercises may be preceded by gentle 
manipulation under general anaesthesia. If satisfactory relief 
is not obtained from physiotherapy the cervical spine should 
be supported by a collar made from plaster or moulded felt. 
The partial immobilization and rest thus provided often succeed 
largely in eliminating the painful symptoms: after some months 
it may be possible to discard the support without significant 
return of the pain. 

Operative treatment is advisable only occasionally—either for 
the relief of pressure phenomena resulting from persistent dis- 
placement of nuclear material, or in order to fuse the affected 
area of the spine when the arthritic symptoms are of extreme 
severity and have failed to respond to the more simple forms 
of treatment. 

Tapeworm 
Q.—What is the latest treatment for tapeworm ? 


A.—Oleoresin of aspidium U.S.P. (ext. filicis B.P.) is still the 
drug of choice, although it is probable that neither this nor 


any other drug used for the treatment of intestinal cestode | 


infections is capable of killing the parasite in situ. Such drugs 
appear to act by temporarily anaesthetizing, paralysing, or 
irritating the worms, thus causing them to relax their hold 
on the gut wall. This failure to kill the parasite explains the 
importance of purgation following administration of the drug, 
and the need for searching the patient’s faeces subsequently 
for the head of the tapeworm in order to establish the success 
or failure of the treatment. 


Acetylsalicylic Acid and Menstruation 


Q.—Can acetylsalicylic acid affect menstruation? A woman 
aged 40, with a child of 12, has noticed during the last ten years 
that if she takes acetylsalicylic acid at any time during her 
menstrual period the bleeding stops within about two hours 
and does not start again until her next period. This has 
happened not only once but every time she takes the drug. 
She is now afraid to take it, although it causes no unpleasant 
effects. Is this an unusual phenomenon, and what is the 
explanation ? 

A.—lIt is certainly an unusual phenomenon, and although 
many women regularly take acetylsalicylic acid during menstrua- 
tion the writer has never previously heard of such a reaction. 
Any attempt to explain it would be guesswork. The action of 
acetylsalicylic acid is mainly on the central nervous system, 
and this raises the possibility of its having some effect, in a 
susceptible individual, on a “ uterine centre” which is believed 
to exist in the midbrain. Another possibility is that an altera- 
tion in the peripheral blood supply which results from the 


(p. 689). 


Is this test 100% accurate ? 


action of acetylsalicylic acid on the heat-regulating centre might 
interfere with the menstrual flow, which is itself Precipitated 
by alteration in: the calibre and tortuosity of endometria} 
arterioles. It is also tempting to consider the Possibility of a 
coincidence between the taking of the drug and the suppres- 
sion of menstruation on the first one or two Ooccasions—g 
coincidence, however, which produced such a profound impres- 
sion on the patient that she now expects menstruation to Cease 
whenever she takes acetylsalicylic acid. Such a conviction might 
be enough to ensure that the phenomenon recurs constantly 
The woman can certainly be reassured that suppression of 
menstruation, should it occur, is harmless. 


Post-herpetic Muscular Palsy 

Q.—What are the pathology and the ultimate prognosis of 
a residual intercostal muscular palsy at the site of the eruption 
after herpes zoster ? 

A.—Residual segmental muscular palsy is a well-recognized 
but uncommon sequel of herpes zoster. It is usually held to 
indicate that the inflammatory process, instead of reMaining 
limited to the posterior root ganglion, has spread to involve 
some of the anterior horn cells of the same segment. There 
may be some improvement in the weakness but complete 
recovery seldom occurs. 


Treatment of Chilblains 


Q.—Is there any efficient treatment for chilblains in a healthy 
young adult ? 

A.—It must be confessed that the treatment of chilblains js 
unsatisfactory. The best results are probably obtained by the 
prophylactic measure of keeping the feet and hands warm with 
thick woollen socks, gloves or mittens. There have been fre- 
quent reports of the benefits of calcium, vitamin D, and 
parathormone, but in the experience of most they are seldom 
efficacious. Recently good results have been claimed with 
vitamin K or its analogues given by intramuscular injection, 
An article on the treatment of 8 cases of chilblains with 
synthetic vitamin K appeared in the Journal of Nov. 1, 1947 
The perniotic tendency usually disappears with in- 
creasing age, and thus the patient’s youth permits the condition 
to be viewed with optimism. 


Test of Virginity 


Q.—There is a custom among the natives of the Belgian 
Congo of testing the virginity of a bride by placing a white 
cloth on the bridal bed and observing the appearance of blood. 
Is there any explanation of bleed- 
ing which in some cases appears to be more than would be 
caused by a hymeneal laceration ? 

A.—The test is certainly not 100% reliable. Sometimes the 
hymen has a comparatively wide opening and is easily stretched, 
so that no tearing takes place on coitus. Again, absence of 
bleeding might be due to failure to penetrate the hymen on 
the marriage night—a not uncommon occurrence. On the 
other hand, if the bridal couch is stained a wrong judgment 
is less likely but might still occur. It is surely not beyond the 
ability of a girl who is aware of the test which will be applied 
to think out some means of ensuring that a few blood-stains 
shall be found next morning. 

The bleeding which follows coitus is usually from the hymen, 
although a small tear of the fourchette is probably not rare 
Injuries to other parts of the vulva and vagina can also result 
from brutal and forceful attempts to penetrate. The extreme 
variation in the amount of loss is mostly explained by differences 
in the thickness, vascularity, and width of the hymen, and the 
position of the tear in relation to blood vessels. The amount 
of bleeding from a tear of the hymen alone may be so greal 
as to require medical attention, and when not treated promptly 
has been known to necessitate blood transfusion. 


Laurel Berries 
Q.—Recently I found many laurel bushes heavily laden with 
ripe fruit. Are these berries poisonous to man? Have they 
ever been used as an article of food ? 
A.—The shrub common in Britain which is known as laurel 
is not true laurel but Prunus laurocerasus, or perhaps Prunus 
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lusitanicus, another kind commonly found. The leaves of 
P. laurocerasus, according to Gilbert-Carter (British Trees and 
Shrubs, Oxford Clarendon Press, 1936), yield hydrocyanic acid, 
but the fruit is wholesome and good to eat. The fruit of 
P. lusitanicus is extremely unpalatable. It does not, however, 
seem to be poisonous. The true laurel is the bay-tree, and is 
not common in Britain. 


Restrictive Covenants 

Q.—(a) In an agreement with an assistant is 10 years’ restric- 
tion from practising in a very limited area too long to be 
successful in a legal action after a long period of assistant- 
ship? (b) If notice has been given to the assistant “ to termi- 
nate the agreement” is the restrictive clause of the agreement 
still enforceable ? 

A.—Covenants “in restraint of trade” are generally obnoxi- 
ous in law, but may be justified by special circumstances. In 
particular, the law recognizes “ goodwill” in a medical practice, 
and will uphold an agreement by which an assistant in a medical 
practice is restrained from taking an unfair advantage of his 
principal by using his knowledge of the patients so as to attract 
any part of the practice to himself after the termination of his 
engagement as assistant. Such an agreement will, however, be 
enforced only if it is reasonable and does not impose a degree 
of restriction which, in all the circumstances of the case, would 
not be justified. In the case of Routh v. Jones (1947, 1 All 
E.R. 179), reported in the Journal of May 17, 1947 (p. 700), 
Mr. Justice Evershed decided that a restrictive covenant was 
unreasonable which prohibited an assistant from practising, or 
assisting any other person to practise, in “any department of 
medicine, surgery, or midwifery ” or from accepting any medical 
appointment whether paid or honorary within a radius of ten 
miles from the principal’s address during a period of five years 
after the assistantship ended. This contract was drawn up in 
a form which had been in use by the British Medical Bureau, 
and there were many other agreements between doctors which 
had been similarly worded. 

The Court held that such a covenant would have prohibited 
the assistant from doing many things which were ¢learly not 
likely to harm the principal ; for instance, the covenant would 
not allow him to advance money to a lady to enable her to 
open a nursing-home, or to practise as a veterinary surgeon or 
dentist, or to accept an appointment as honorary lecturer in 
first-aid to an ambulance association. The learned judge 
expressed the view that the ten-mile radius and the five-year 
limit were both reasonable, but that in other respects as stated 
above the contract was unreasonable and would not be upheld 
by the Court. The assistant then gave an undertaking that for 
a period of eighteen months he would not accept as a patient 
any person who had been a patient of the principal at the time 
of termination of the assistantship. This undertaking was 
embodied in the order of the Court dismissing the motion for 
an injunction, with costs. 

It should be noted that where a man makes a bad bargain 
the Court will not as a rule intervene to save him from the 
consequences of his imprudence, neither will the Court substi- 
tute a better agreement for one which has been found to be 
unenforceable, so that it may well happen that an agreement 
which is good in most of its particulars may turn out to be 
of no effect if some of its clauses are unreasonable. The only 
safe rule for a practitioner who contemplates entering into an 
agreement as partner or assistant is to have his contract drawn 
up by someone who has special experience of the drafting of 
medical contracts and who is thoroughly familiar with the legal 
pitfalls which surround these agreements. 


Loss of Nails 

Q.—A girl aged 19 began to lose her nails at the age of 5. 
At 10 she had lost all her finger- and thumb-nails, and those of 
her big toes. A very thin rubbery skin has-grown over the 
nail-bed. Occasionally a piece of nail grows on two fingers 
but quickly disappears. Can anything be done? Would paint- 
ing habitually with nail varnish be harmful? Could artificial 
nails be attached somehow ? 

A.—This is apparently a congenital abnormality and there is 
no treatment. It would be interesting to know if any relatives 


were similarly affected. Painting with nail varnish would be 


harmless ; artificial nails would not be a practical proposition 
(see Inherited Abnormalities of the Skin, by E. A. Cockayne, 
Oxford Medical Publications, 1933). 


Infective Recurrent Erysipelas 
Q.—W hat is the treatment for recurrent attacks of an erysipe- 
loid nature affecting only the foreskin in a married man of 53 ? 
These attacks last a week and have occurred every six weeks 
or so for the last 15 years. The skin over,the distal two- 
thirds of the penis is involved, and there is a rise in tempera- 
ture and sometimes a rigor. The inguinal glands are enlarged, 
and the skin of the penis is very oedematous, red, hot, and 
tender. The attack is generally modified by one of the sulphon- 
amides administered orally. Penicillin, tried once, considerably 
modified the attack but did not prevent a recurrence after the 
usual interval. 
.—It is important to exclude a contact dermatitis as from 
a contraceptive, but the history suggests an infective recurrent 
erysipelas. Careful search should be made for any disease or 
fissuring of the skin of the prepuce or penis, of the perineum, 
the anus, or the adjacent areas. Infection in the rectum or 
adjacent tissues and in the urinary tract should be excluded. 
In the absence of any positive finding the use of penicillin, 
sulphonamides, or non-specific shock-therapy should be tried, 
but success is uncertain. The possibility of penicillin- and 
sulphonamide-sensitivity may cause difficulties. The writer has 
found that the intramuscular injection of penicillin, 32,000 units 
three-hourly to a total of 2,000,000 units, exercises effective 
control in 50% of cases. Sensitization reactions, if they occur, 
might be sufficiently controlled by giving “ benadryl” at the 
same time. Milk protein or bacterial protein preparations 
injected intramuscularly, at weekly intervals, for six to twelve 
weeks may help. 


Prolonged Fever of Unknown Origin 


Q:—For six months a boy aged 13 has had a fever which 
responds to sulphapyridine, but not to any other sulphonamide 
or pyridine derivative yet tried. If sulphapyridine is stopped or 
given in doses smaller than 1.5 g. daily, his temperature rises 
to 102° F. (38.9° C.), and conjunctivitis and a rash appear. 
Enlargement of cervical, axillary, and inguinal glands was 
reported at the onset of the illness, but none is palpable now. 
There has been no splenic enlargement or other abnormal 
physical sign. The white blood cells ranged from 8,000 to 
12,000. Agglutinations against enteric and Brucella organisms 
were negative. The Weil—Felix reaction and the Paul—Bunnell 
test were negative; blood culture was sterile; Wassermann 
reaction and Kahn test were negative in blood ; the urine was 
sterile ; stools were free from pathogens. Biopsy of lymph 
gland and sternal marrow gave normal findings. Radiographs 
of the chest were persistently normal. What is the diagnosis ? 


A.—Patients with prolonged fever fall into two groups: in 
one the diagnosis is obvious, or is rapidly made with the help 
of the laboratory ; in the other all attempts to find the cause 
are fruitless, and the course of the disease provides the only 
clues to its nature. In the second group the fever may 
finally subside to leave the patient well and the physician 
still diagnostically destitute. 

The patient described above can unhesitatingly be placed in 
this second category: he presents no physical signs apart from 
fever and a transitory skin eruption the appearance and distri- 
bution of which are not vouchsafed. The commoner infections . 
have been excluded, and the only noteworthy feature is the 
subsidence of fever when sulphapyridine is given. It seems 
probable that this is a non-specific antipyretic effect which is 
often more prominent with this drug than with others of the 
sulphonamide group. Rarer causes of prolonged fever obvi- 
ously require consideration, and malignant disease, polyarteritis 
nodosa, and disseminated lupus erythematosus account for a 
proportion of such cases. In the present mstance the first seems 
improbable, and there is little to suggest the second, although a 
muscle biopsy might be worth while. There are two features 
which make the third a possibility—the initial lymphadenopathy 
and the skin eruption. Estimation of the plasma proteins might 
be of help, as the globulin fraction is increased in this disorder ; 
repeated examinations of the ocular fundi should be made. 
Appearances often noted are yellow-white spots suggestive of 
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choroidal tubercles, haemorrhages, and slight papilloedema. 
A dermatologist’s opinion on the rash might provide a clue. 
To close on a more mundane note, it is surprising how often 
prolonged and inexplicable fever is eventually found to be 


due to tuberculosis. 
Sycosis Barbae 


Q.—In cases of sycosis barbae failing to respond to local 
applications and removal of infected hairs, what is the prog- 
nosis following depilation by x rays? For a definite cure, is 
it necessary to secure permanent depilation? What is the 
accepted modern treatment ? 

A.—Temporary epilation by x rays is rarely employed in the 
treatment of sycosis, for there is risk of a patchy atrophy of 
the skin where treatments overlap. Recurrence of the sycosis 
is common. Permanent epilation should not be attempted, for 
it leaves disfiguring atrophy, with the risk of ulceration or worse 
complications. In local treatment fractional doses of x rays 
are useful combined often with “ung. quinolor co.” at night 
and a zinc and copper sulphate lotion after shaving in the 
morning. Sulphonamides by mouth may help, but penicillin is 
disappointing. An important aspect of treatment is that of the 
underlying cause—the sycosis reflecting some general disturb- 
ance, and particularly psychological and nutritional disturbances 
and toxaemia from sepsis about the nose or throat or mouth. 


Oral Administration of Penicillin to Infants 


Q.—I would be obliged for any information about the oral 
administration of penicillin to infants. References to published 
papers on the subject would be welcomed. 

A.—A. IL. Suchett-Kaye and R. B. Latter described the use 
of oral penicillin in young children in a paper published in the 
Journal of Dec. 13, 1947 (p. 953). They treated 25 children 
aged from 6 months to 2 years and concluded that oral penicillin 
appeared to be effective against most varieties of acute pneu- 
monia in childhood. Comment on this paper appeared in a 
leading article in the same issue (p. 962). The paper by J. L. 
Henderson and I. W. J. McAdam (Lancet, 1946, 1, 922) should 
also be consulted. These authors added penicillin solutions to 
feeds, and found that adequate blood levels persisted for six 
hours or more after doses of 5,000-10,000 units in very small 
infants and of 100,000 units in those up to a year old. 


Recurrent Attacks of Boils 


Q.—What steps can be taken to prevent recurrent attacks of 
boils every six to nine months? The boils have occurred in 
crops on the face, neck, and limbs. They are usually of the 
painless indolent type with a good deal of pus formation. The 
patient, a woman of 40, is stout, otherwise in good health, and 
has no glycosuria. 

.—If no predisposing condition or cause for these attacks 
can be found it is to be assumed that the immunity mechanism 
is at fault, and a course of injections of an autogenous vaccine 
is indicated. The case described is of the type that responds 
best to this treatment, which should preferably be begun during 
an interval. If the staphylococcus is normally sensitive to 
penicillin a few intramuscular injections of the drug may be 
given to control any boils which develop during immuniza- 
tion, as commonly happens during its first stage. 


Fibrous Cavernositis 


Q.—A man aged 48 has chordee. It started a year ago and 
is getting worse. A specialist says it is due to scar formation 
in the corpora cavernosa either from a haemorrhage (he tends 
to bleed easily) or from plastic induration of the penis. Blood 
count and other tests are normal. Can you suggest a line of 
treatment, as the risk of operative treatment failing seems high ? 

A.—Fibrous cavernositis is a well-known condition, but the 
cause of it is often uncertain. After becoming progressively 
worse for a time, the amount of curvature of the penis becomes 
stationary. It never causes any urinary difficulties, and treat- 
ment is necessary only if it renders coitus impossible or very 
difficult. The only treatment that may give a satisfactory result, 
apart from operation, is exposure of the fibrous plaques to 
small doses of radium. It is true that surgical removal of 
these plaques may be followed by further fibrosis, but of recent 
years genito-urinary surgeons have had more satisfactory results 
from operative treatment. 


NOTES AND COMMENTS 


Estimating Faecal Fats.—Drs. L. P. R. FourMAN and G. H. Spray 
(Oxford) write: Our attention has been drawn to the fact that 
a reference to the method for estimating faecal fats was omitted from 
our paper on “ Absorption of Vitamin D in Steatorrhoea ” in the 
Journal of Jan. 24 (p. 142). The reference is: Fowweather and! 
Anderson (1946), Biochem. J., 40, 350. 


Taliqvist Method of in Estimation—Dr. Pp. x 
Muspratt (Pleasington, near Blackburn, Lancs) writes: Unde 
“ Any Questions ?” (Jan. 3, p. 33) a correspondent asks whether 
his low figures are due to rationing. I would suggest that his low 
figures aré in part at least due to the coarse quality of the present. 
day blotting paper supplied. If he could manage to obtain one of 
the pre-war books he would, I think, find his figures higher, } 
have used this system for many years and found it most useful, but i 
requires a little experience to get useful results. I cannot agree 
that it is grossly inaccurate if properly used. I found pre-war that 
my colleagues in referee work used to get much the same figures 
as myself on the same cases. But of course the normal figures are 
far below 100%: 70% for females and 80% for males should be 
considered normal. A lower figure would probably be found ip 
industrial cities of large size. The needs of the haematologist ang 
the general practitioner are not identical; the former may have little 
use for the method, but I think the latter should find it distinctly 
useful. 


Intractable Tinnitus.—Dr. J. R. writes: I was interested in the 
question and answer on the treatment of intractable tinnitus (Jan. 3, 
p. 34). I recently had @ very unpleasant tinnitus immediately follow. 
ing an acute middle-ear infection with abscess formation. Under 
intensive treatment in a nursing-home, and penicillin for 5 days, the 
ear dried up quickly. When I came home I found the tinnitus most 
distressing (at night especially). As your correspondent states, 
bromides and phenobarbitone are unsatisfactory, and I found that 
so. The only drug which gave me peace was valerian taken in 
dragées, each one equivalent to 25 min. (1.5 ml.) official B.P.C. 
tincture. Even one taken at night was often sufficient to give me 
a good night’s sleep free from tinnitus. As the drug is absolutely 
harmless, well tolerated, and with no carry-over the next day, | 
think it would be well worth your correspondent giving it a trial. 


Treatment of Warts—Dr. MicHaeL J. Fenton (London, W) 
writes: With reference to the reply given for treatment of warts 
on the fingers (“‘ Any Questions ?” Jan. 17, p. 133) I have found 
occlusion with “ elastoplast ’’ a most efficacious method. This causes 
a maceration and on removal of the plaster the warts usually com 
away with it; in some obstinate cases renewed application of elasto- 
plast may be necessary. The base of the wart is then touched with 
some simple cauterizing agent. This method of removal is of great 
use in cases of multiple warts in the knee area, so often seen in 
children. 


Relaxation of Bronchial Spasm.—Dr. D. A. WiL.iaMs (Cardiff) 
writes: Your questioner on this subject (Jan. 24, p. 183) might be 
interested to know that the use of equal parts of ether and olive 
oil, dose 4 to 6 oz. (114-170 ml.), depending on the weight of the 
patient, given per rectum without a preliminary cleansing enema, 
was a frequent form of therapy in adult cases of status asthmaticus 
after adrenaline had failed. It was usually necessary in severt 
cases of the infective type. The patient became relaxed and often 
somewhat drowsy, but was not completely anaesthetized, while the 
sputum became loosened and the wheezing, presumably due 
bronchial spasm, became much less. If this failed to ease th 
attack it was often found that the patient would now respond t 
adrenaline. It may be repeated at intervals of four to six hours 
but in smaller doses. Its use is now rarely indicated, as intravenow 
aminophylline, after adrenaline has failed, is usually effective. 


Correction.—Dr. G. L. Brown, who is going to lecture in Swedes, 
will leave Britain on March 6, not on Feb. 6 as notified in our issu 


of Jarf. 31 (p. 233): 


All communications with regard to editorial business should be addressed to T# 
EDITOR, British MeEpicaL JourNnaL, B.M.A. House, TavisTocK SQUARE 
LONDON, W.C.1. TELEPHONE: EUSTON 2111. TeLeGrams: Aitiolog, 
Westcent, London. ORIGINAL ARTICLES AND LETTERS forwarded ff 
publication are understood a be offered to the British Medical Journal alot 
unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Publishing Manage, 
B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. A 
overseas should indicate on MSS. if reprints are required, as proofs are nd 
sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement Managet, 
B.M.A. House, Tavistock Square, London, W.C.1 (hours 9 a.m. to 5 p.m). 
TELEPHONE: EUSTON 2111. TELEGRAMS: Britmedads, Westcent, London. 

MEMBERS’ SUBSCRIPTIONS should be sent to the SECRETARY of tt 
Association. TELEPHONE: EUSTON 2111. TELEGRAMS: Medisecra, Westceml, 


London. 
Scortisi OrFice: 7, Drumsheugh Gardens, Edinburgh. 
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